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Abstract 
The purpose of this study was fourfold: (a) to empirically evaluate the correlation between 
perceived psychosocial stressors (expressed concerns), immature defense styles, dysfunctional 
personality patterns, clinical syndromes, and maladaptive behaviors, as measured by the Millon 
Adolescent Clinical Inventory (MACI), Defense Style Questionnaire-40 (DSQ-40), and Youth 
Outcome Questionnaire-2.0 (YOQ); (b) to look at how wilderness therapy affects the expressed 
concerns, immature defense styles, clinical syndromes, dysfunctional personality patterns, and 
maladaptive behaviors of troubled adolescents; (c) to see if subjects whose post-test defense 
styles change improve more than subjects whose defense styles remain the same or get worse; 
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and (d) to begin to identify the types of Axes I and II disorders for which wilderness therapy is 
most effective. Statistically significant correlations were found between Immature Defense and 
Expressed Concerns scores, Immature Defense and Clinical Syndromes scores, Expressed 
Concerns and Dysfunctional Personality Patterns scores, and Clinical Syndromes and 
Dysfunctional Personality Patterns scores. Wilderness therapy resulted in statistically significant 
improvement on Immature Defense and Maladaptive Behavior scores, and on the Expressed 
Concerns, Dysfunctional Personality Patterns, and Clinical Syndromes scores of subjects. 
Wilderness therapy appears to show considerable breadth, and promise, as a treatment modality 
for adolescents with clinical concerns on Axes I, II, and IV. Perhaps the most striking finding of 
this study is that wilderness therapy appears to facilitate positive character change in adolescents 
with clinically elevated MACI Personality Patterns scores. Short-term interventions leading to 
character change are virtually unheard of in the personality literature. Future research is needed 
to determine whether wilderness therapy is effective for treating budding personality disorders. 
Wilderness Therapy v 
Dedicated to My Parents, Carl and Connie Clark, and my Fiancee, 
Alicia Chandler, Whose Love and Support Made this Possible 
Wilderness Therapy v1 
Table of Contents 
Approval Page ............................................................................................................................... .ii 
Abstract ......................................................................................................................................... iii 
Acknowledgment ........................................................................................................................... v 
List of Tables ................................................................................................................................ ix 
Chapter 1 Introduction . . . . . . . . . . . . . . . . . . . . . .. . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . ... . . . . . . .. .. . . . . . . . . . . . . . . . . . . . . . .. . . . . .. . . . . . . . . . . . 1 
Hypotheses ....................................................................................................................... . .  3 
Purpose and Value of this Study ........................................................................................ 3 
Operational Definititions ................ . ........ .......................... ................................................ 4 
Millon's Evolutionary Theory of Personality .................................................................... 5 
The Role of Defense Mechanisms in Psychopathology .................................................. .  10 
Chapter 2 Methods ................................................................................................................ 13 
Subjects ............................................................................................................................ 13 
Measures .......................................................................................................................... 13 
Procedures . .. .. . .. . .. . .. . .. . .. .. .. .. .. . .. . .. .. .. .. .. .. . .. . .. .. . .. .. . ... .. .. . .. .. .. .. .. .. .. .. .. .. .. .. .. .. . .. .. . .. .. ... .. . .. . . . . .. .. 17 
Data Analysis . .. .. .. .. .. .. .. .. . .. .. .. . . . .. . .. .. . .. .. .. .. .. .. . .. .. .. .. .. .. . .. .. .. .. .. .. .. .. .. .. .. .. .. . .. .. . .. . . . .. .. . . . .. . .. . .. . . 18 
Chapter 3 Results ....................................... ........................................................................... 20 
Sample Characteristics ..................................................................................................... 20 
Gender Differences ...................................................................................................... . . .. 22 
Hypothesis 1: There will be a statistically significant correlation between 
expressed concerns, immature defense styles, dysfunctional personality 
patterns, clinical syndromes, and maladaptive behaviors ................................................ 22 
Wilderness Therapy vii 
Hypothesis 2: WT will have statistically significant effects on the immature 
defense styles, dysfunctional personality patterns, expressed concerns, clinical 
syndromes, and maladaptive behaviors of subjects ......................................................... 24 
Hypothesis 3: Those subjects demonstrating a change in defense style 
(in the direction of health) following treatment will demonstrate a greater 
decrease on post-test scores measuring clinical syndromes, dysfunctional 
personality patterns, and maladaptive behaviors than those whose defense 
styles remain the same ..................................................................................................... 30 
Chapter4 Discussion ............................................................................................................ 32 
Hypothesis 1 ..................................................................................................................... 32 
Hypothesis 2 ..................................................................................................................... 33 
Hypothesis 3 ..................................................................................................................... 35 
Limitations of this Study .................................................................................................. 35 
Future Research ............................................................................................................... 37 
References .................................................................................................................................... 39 
Appendix A Review of the Literature ...................................................................................... 49 
Historical Overview ...................................................................................................... . . .  50 
Wilderness Therapy with Adolescents and Substance Abusers ....................................... 52 
Wilderness Therapy with Adult Offenders ...................................................................... 56 
Wilderness Therapy with Handicapped and Developmentally Disabled Individuals ...... 57 
Wilderness Therapy with Mood Disordered and Chronically Mentally Ill Patients ......... 57 
Wilderness Therapy with Victims of Rape or Incest ....................................................... 60 
The Effects of Wilderness Therapy on Various Dependent Variables ............................ 61 
Wilderness Therapy vm 
The Effects of Wilderness Therapy on Personality .......................................................... 67 
Predictors and Correlates of Success in a Wilderness Therapy Program ........... . . ........... 68 
Summary of the Wilderness Therapy Outcome Research ............................................... 69 
Limitations of the Wilderness Therapy Research ... .................................... ...................... 70 
Theories about How and Why Wilderness Therapy Works .............................................. 71 
Appendix B: Catherine Freer Wilderness Therapy Expeditions Program Description ............. 77 
Appendix C: Raw Data ..................................................................... ......................................... 83 
Appendix D: Curriculum Vita ................................................................................................. 119 
Table 1 
Table 2 
Table 3 
Table 4 
Table 5 
Table 6 
Table 7 
Table 8 
Table 9 
Table 10 
Table 11 
Table 12 
Table 13 
Table A l  
Wilderness Therapy ix 
List of Tables 
Expressions of Personality Across Clinical Domains ........................................... 9 
Most Common Clinically Elevated Scales of Subjects Entering 
Treatment ............................................................................................................ 21 
Number of Subjects with Clinically Elevated MACI Scales at Pre-test 
and Mean Number of Categorical Elevations ..................................................... 21 
Pre-test Correlations ........................................................................................... 23 
Post-test Correlations .......................................................................................... 24 
Pre- and Post-test Defense Styles ........................................................................ 25 
Number of Clinically Elevated MACI Categorical Scales at Pre- and Post-Test.25 
The Effects of Wilderness Therapy - Paired Samples Test ................................ 26 
Mean Pre- and Post-test Personality Patterns Scores and Effect Sizes 
for Subjects with Clinically Elevated MACI Personality Patterns Scores .......... 27 
Mean Pre- and Post-test Clinical Syndromes Scores and Effect Sizes 
for Subjects with Clinically Elevated MACI Clinical Syndromes Scores ........... 28 
Mean Pre- and Post-test Expressed Concerns Scores and Effect Sizes 
for Subjects with Clinically Elevated MACI Expressed Concerns Scores .......... 29 
How Change in Defense Style Affects the Mean Number of Clinically 
Elevated Personality Patterns Scales .................................................................... 31 
How Change in Defense Style Affects the Mean Number of Clinically 
Elevated Clinical Syndromes Scales ................... ; ................................................ 31 
Summary of Empirically-based Wilderness Therapy Studies ............................. 62 
Chapter 1 
Introduction 
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Wilderness therapy (WT) is often an intervention of last resort for teens who are in, 
or headed for, serious trouble. These adolescents generally engage in very self-destructive 
behaviors, and they have typically not responded to traditional treatment modalities. 
Consequently, their parents are often desperately seeking help. It is believed that one of the 
reasons these adolescents have not fared well in traditional therapies is that immature defense 
styles and dysfunctional personality traits underlie many of their maladaptive behaviors. 
Hypotheses for this study (see page 3) grew out of observations made by WT pioneers 
Kurt Hahn and David Baden-Powel (see Appendix A) and observations made by this researcher 
while working as a wilderness therapist. Hahn and Baden-Powel (cited in Bacon & Kimball, 
1989) noticed that physically and emotionally demanding group experiences outdoors were 
particularly effective in bringing about positive character change. Participants became more 
resilient, socially responsible, altruistic, etc. Despite this, few studies have looked at the effects 
of WT on personality (see Appendix A), and none have looked at WT as a potential treatment for 
budding personality disorders. While successful short-term interventions are almost unheard of 
in the personality literature, it is believed that wilderness therapy, because it is a physically and 
emotionally demanding experience in which one's safety and personal comfort depends on 
adaptive functioning within a group, may have more potential for effecting characterological 
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change than most traditional therapies, and that it will almost certainly be more effective than 
other short-term interventions. There is some empirical evidence for this thesis. Marsh and 
Richards' (1989) study has already demonstrated that Outward Bound programs are effective in 
changing the personality traits of masculinity and femininity in both males and females; Gillis 
and Simpson (1991) found that WT lead to marked increases in self-esteem and ego strength; 
Hanna (1996) discovered that WT helped adolescents develop more positive perceptions of 
themselves; and Porter (1975) found that participants were less defensive and more socially 
accepting following successful completion of the WT program. 
Traditionally, WT has been considered to be a treatment primarily for juvenile 
delinquents. Today, few WT participants are diagnosed with conduct disorder, but many of them 
are oppositional, most of them come from dysfunctional families, and virtually all of them act out 
in ways that lead to serious difficulties at home, school, and in their relationships with others. 
The maladaptive behaviors of these teens are often driven by difficulties with affect regulation 
and impulse control, and dysfunctional ways of perceiving, and relating to, self and others. 
These problematic patterns of thinking, feeling, relating, and behaving may or may not develop 
into personality disorders, but clinically it makes sense to treat them in adolescence while the 
individual's character structure is still somewhat malleable. 
In a recent study that looked at the relationship between romantic relationship dysfunction 
and symptoms of personality disorder in late adolescent females, Daley, Burge, and Hammen 
(2000) found that even subclinical personality disorder symptoms set "the stage for an adverse 
developmental trajectory" (p. 458), most often characterized by subjects having difficulty 
establishing and maintaining intimate relationships. Personality disorders take a huge toll on 
individuals, families, and society -- both emotionally and financially -- and they are notoriously 
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difficult to treat. "To uproot a personality disorder, the clinician must wrangle with the ballast of 
a lifetime, a developmental disorder of the entire matrix of the person, produced and perpetuated 
across the years" (Millon, 1996, p. 173). Because the prognosis for treating personality disorders 
is generally poor, and becomes increasingly so as the individual matures and his or her 
personality traits become more entrenched, it is critical to identify effective treatments, and 
intervene as early as possible. 
Hypotheses 
Hypotheses for this study were as follows: 
1. There will be a statistically significant correlation between expressed concerns, immature 
defense styles, dysfunctional personality patterns, clinical syndromes, and maladaptive 
behaviors. 
2. WT will have statistically significant effects on the immature defense styles, 
dysfunctional personality patterns, expressed concerns, clinical syndromes, and 
maladaptive behaviors 
of subjects. 
3. Those subjects demonstrating a change in defense style (in the direction of health) 
following treatment will demonstrate a greater decrease on post-test scores measuring 
clinical syndromes, dysfunctional personality patterns, and maladaptive behaviors than 
those whose defense styles remain the same. 
Purpose and Value of this Study 
The present investigation had four purposes. The first, a theoretical concern, was to 
empirically evaluate the relationship between immature defense styles, dysfunctional 
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personality patterns, clinical syndromes, and maladaptive behaviors, and thereby test Millon's 
(2000) theory regarding the interactive nature of the Diagnostic and statistical manual of mental 
disorders (4th edition; DSM-IV) multi-axial system. The second, a clinical concern, was to look 
at whether WT affects the immature defense styles, dysfunctional personality patterns, clinical 
syndromes, maladaptive behaviors, and expressed concerns of troubled adolescents. The third 
purpose was to determine whether subjects with more mature defense styles at post-test improve 
more on dysfunctional personality patterns, clinical syndromes, and maladaptive behaviors than 
subjects whose defense styles remain the same or get worse. Finally, a secondary goal of this 
study was to begin to identify the types of psychosocial stressors, dysfunctional personality 
patterns, and clinical syndromes for which WT is most effective. No study to date has looked at 
the effects of WT on troubled adolescents from such a holistic perspective, and few treatment 
outcome studies take the complex relationship between environmental stressors, largely 
nonconscious intrapsychic defense me:chanisms, biophysical symptoms, personality, and 
behavior into consideration. 
Operational Definitions 
hnmature defense style refers to a subject's tendency, when under stress, to use 
projection, passive-aggression, acting out, isolation, devaluation, autistic fantasy, denial, 
displacement, dissociation, splitting, rationalization, and/or somatization as assessed by the 
Defense Style Questionnaire-40 (DSQ-40; Andrews, Singh, and Bond, 1993). 
Dysfunctional personality patterns (Introversive/Schizoid, Inhibited/ A voidant, 
Doleful/Depressive, Submissive/Dependent, Dramatizing/Histrionic, Egotistic/Narcissistic, 
Unruly/ Antisocial, Forceful/Sadistic, Conforming/Compulsive, Oppositional/Passive­
Aggressive, Self-Demeaning/ Masochistic, and Borderline Tendency), clinical syndromes (Eating 
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Dysfunctions, Substance Abuse Proneness, Delinquent Predisposition, hnpulsive Propensity, 
Anxious Feelings, Depressive Affect, Suicidal Tendency), and perceived psychosocial 
stressors/expressed concerns (Identity Diffusion, Self-Devaluation, Body Disapproval, Sexual 
Discomfort, Peer Insecurity, Social Insensitivity, Family Discord, Childhood Abuse) are 
operationally defined as subject Base Rate (BR) scores1 of 75 or higher on any of the Millon 
Adolescent Clinical Inventory (MACI) Personality Patterns, Clinical Syndromes, or Expressed 
Concerns categorical scales. 
Maladaptive behaviors are defined as subject total scores of 46 or higher on the Youth 
Outcome Questionnaire 2.0 (YOQ; Burlingame,Wells & Lambert, 1996). 
Millon' s Evolutionary Theory of Personality 
According to Millon ( 1996), a leading authority on personality and personality 
disorders, 
Personality is seen today as a complex pattern of deeply embedded psychological 
characteristics that are largely nonconscious and not easily altered, expressing 
themselves automatically in almost every facet of functioning. Intrinsic and 
pervasive, these traits emerge from a complicated matrix of biological 
dispositions and experiential learnings, and ultimately comprise the individual's 
distinctive pattern of perceiving, feeling, thinking, coping, and behaving. (p. 4) 
1 BR-scores differ from T-scores in that they are based on the assumption that personality 
disturbances and clinical syndromes are not evenly distributed in the general population. BR-scores, 
then, reflect the presence or absence of a particular dysfunctional personality pattern or clinical syndrome 
and its relative level of severity. 
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The term dysfanctional personality patterns is used in lieu of personality disorder in this study 
because the American Psychiatric Association views personality as malleable enough in 
adolescents that personality disorders cannot be formally diagnosed. Dysfunctional personality 
patterns are defined as personality variables that Millon has mapped to the personality disorders 
outlined in the DSM-IV (American Psychiatric Association, 1994) using the domain construction 
model. 
Dr. Millon believes that by being focused on overt symptoms rather than underlying 
causes, psychology is making the same mistake that medicine made 150 years ago when hysteria 
("wandering womb") was believed to be caused by gynecological problems (Millon, 2000). 
V aillant ( 1994) agrees, and contends that a new framework is particularly important for 
understanding Axis II disorders: 
In no area of psychology is the need for a synthesis of frames of reference greater 
than in the field of personality psychopathology. There are two vantage points 
that are in special need of integration. First, there is the descriptive, categorical 
classification system of personality disorder epitomized by the [DSM-IV]. 
Second, there is the more inferential, psychodynamic viewpoint of personality 
shaped by mental conflict and ego mechanisms of defense. After all, if both 
phenomenology and pathophysiology are important in the understanding 
of disease, they are both crucial in the understanding of personality disorder. 
Nineteenth-century medical phenomenologists viewed pus, fever, pain, and 
coughing as evidence of disease; 20th-century pathophysiologists regard these 
same symptoms as evidence of the body's healthy efforts to cope with physical or 
infectious insult. In a similar fashion, much of what modem phenomenologists 
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classify as mental disorders may be reclassified as the outward manifestations of 
the mind's adaptive efforts to cope with psychological stress. (pp. 139-140) 
From this perspective, a diagnostic label may be better understood as a kind of shorthand that 
reflects not just an individual's symptoms, but the manner in which he or she characteristically 
deals with stress (McWilliams, 1994). Reactive coping styles are often subconscious. They are 
commonly referred to as ego defense mechanisms in the psychoanalytic literature. Millon 
calls them "regulatory mechanisms" and they will be discussed in more detail shortly. 
According to Millon (1996), a more helpful model of psychopathology is one in which 
clinicians view psychosocial stressors (Axis N) as infectious agents, the personality (Axis II) as 
the psyche's immune system, and clinical syndromes (Axis I) as overt symptoms of underlying 
pathology. The bottom line, from a clinical perspective, is that psychology and psychiatry must 
begin to approach psychopathology more holistically. ''Treating [an] Axis I disorder without 
treating the personality disorder is like neutralizing the symptoms without treating the disease" 
(Millon, 1996, p. 173). Behavioral medicine is a promising and rapidly evolving field that 
emphasizes the relationship between brain functioning and behavior, but clinicians must 
remember that symptoms reflect adaptive as well as pathological processes. "Depression, like a 
child's tears, is ... sociobiologically designed to get someone in the dysthymic person's 
environment to do something (underlying motivation) rather than only reflecting a discrete effect 
of twisted genes or of disordered serotonin metabolism" (Vaillant, 1994, p. 142). Millon does 
not downplay the important role biology plays in psychopathology or personality development -
his evolutionary model is in fact a biopsychosocial model- but he emphasizes two things: (a) 
that many biological approaches are overly reductive, and (b) that biology will remain primarily 
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the domain of psychiatry while psychologists will focus more on the complex dynamic between 
personality and environment. 
Millon's (1996) evolutionary model is built on four interacting phylogenetic laws that 
support organismic survival and undergird ecological systems: existence, adaptation, replication, 
and abstraction. Existence relates to "the serendipitous transformation of random or less 
organized states into those possessing distinct structures of greater organization" (Millon, 1996, 
p. 71 ). This dimension deals with life preservation and life enhancement, and operates on a 
pleasure-pain continuum. Adaptation pertains to "homeostatic processes empl_oyed to sustain 
survival in open ecosystems" (Millon, 1996, p. 71), and operates on a passive-active continuum. 
Replication refers to "reproductive styles that maximize the diversification and selection of 
ecologically effective attributes" (Millon, 1996, p. 71), and operates on a self-other continuum. 
Finally, abstraction takes "the emergence of competencies that foster anticipatory planning and 
reasoned decision making" (Millon, 1996, p. 71) into account, and operates on a thinking-feeling 
continuum. Personality is then approached from four levels: a behavioral level (expressive acts 
and interpersonal conduct), a phenomenological level (cognitive style, object representations, and 
self-image), an intrapsychic level (unconscious regulatory mechanisms and morphologic 
organization), and a biological level (mood and temperament). These four levels can be divided 
into functional and structural domains. The functional domain (expressive acts, behaviors, 
interpersonal conduct, and regulatory mechanisms) represents "dynamic processes that transpire 
within the individual's intrapsychic world and between the individual's self and psychosocial 
environment" (Millon, 1996, p. 141). The structural domain (self-image, object representations, 
morphologic organization, and mood/temperament), on the other hand, represents "a deeply 
embedded and relatively enduring template of imprinted memories, attitudes, needs, fears, 
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conflicts ... that guide experience and transform the nature of ongoing life events" (Millon, 1996, 
p. 144). Table 1 illustrates how Millon's evolutionary model conceptualizes personality types. 
Table 1 
Expressions of Personality Across Clinical Domains 
Behavioral Phenomenological lntrapsychic Biological 
Personality Expressive Inter- Cognitive Self-Image Object Regulatory Morpho- Mood/ 
Types Acts personal Style Represent- Meehan- logic Temper-
Conduct ations isms Organiz- ament 
ation 
Schizoid Impassive Unengaged Impoverished Complacent Meager Intellectual- Undiffere- Apathetic 
ization ntiated 
Avoidant Fretful Aversive Distracted Alienated Vexatious Fantasy Fragile Anguished 
Depressive Disconsolate Defenseless Pessimistic Worthless Forsaken Asceticism Depleted Melancholic 
Dependent Incompetent Submissive Naive Inept Immature Introjection Inchoate Pacific 
Histrionic Dramatic Attention Aighty Gregarious Shallow Dissoc- Disjointed Fickle 
Seeking iation 
Narcissistic Haughty Exploitive Expansive Admirable Contrived Rationaliz- Spurious Insouciant 
a ti on 
Antisocial Impulsive Irrespons- Deviant Autonomous Debased Acting Out Unruly Callous 
ible 
Sadistic Precipitate Abrasive Dogmatic Combative Pernicious Isolation Eruptive Hostile 
Compulsive Disciplined Respectful Constricted Conscientious Concealed Reaction Compart- Solemn 
Fonnation mentalized 
Negativistic Resentful Contrary Skeptical Discontented Vacillating Displace- Divergent Irritable 
ment 
Masochistic Abstinent Deferential Diffident Undeserving Discredit- Exagger- Inverted Dysphoric 
ed ation 
Schizotypal Eccentric Secretive Autistic Estranged Chaotic Undoing Fragment- Distraught 
ed or 
Insentinent 
Borderline Spasmodic Paradoxical Capricious Uncertain lncompat- Regression Split Labile 
ible 
Paranoid Defensive Provocative Suspicious Inviolable Unalterab- Projection Inelastic Irascible 
le 
Note. Adapted from Millon, 1996, p. 139. 
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In summary, Millon's (1996) approach to personality and personality disorders is based 
on the following nine principles: 
1) Personality disorders are not diseases. 
2) Personality disorders are internally differentiated functional and structural 
systems, not internally homogeneous entities. 
3) Personality disorders are dynamic systems, not static, lifeless entities. 
4) Personality consists of multiple units at multiple data levels. 
5) Personality exists on :a continuum. No sharp division exists between 
normality and pathology. 
6) Personality pathogenesis is not linear, but sequentially interactive and 
multiply distributed through the entire system. 
7) Personality criteria by which to assess pathology should be logically 
coordinated with the systems model itself. 
8) Personality disorders may be assessed, but not definitively diagnosed. 
9) Personality disorders require strategically planned and combinatorial 
modes of tactical intervention. (p. 7) 
The Role of Defense Mechanisms in Psychopathology 
Clinical observation suggests that many of the individuals admitted to WT programs rely 
heavily on immature defense mechanisms -- projection, splitting, isolation, devaluation, denial, 
displacement, withdrawal into fantasy, passive-aggression, rationalization, and acting-out 
(V aillant, 1994 ). Defense mechanisms are "innate involuntary regulatory processes that allow 
individuals to reduce cognitive dissonance and to minimize sudden changes in internal and 
external environments by altering how these events are perceived" (Vaillant, 1994, p. 44). They 
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serve to minimize emotional distress and to safeguard one's psychological integrity. It is widely 
believed that defenses shape psychopathological symptoms (Muris & Merckelbach, 1996) and 
reflect and support character structure (McWilliams, 1994). Psychoanalytic theory contends that 
all people have preferred defenses that are integral to their individual styles of coping. 
According to Mc Williams (1994), these preferred defenses are the result of the complex 
interaction of temperament, early childhood stressors, defenses modeled by significant others, 
and the experienced consequences of our using particular defenses. Research suggests that 
environmental stressors and a person's defense style are instrumental to the development of 
personality disorders (Lingiardi, Lonati, Delucchi, Fossati, V anzulli & Maffei, 1999), and a 
number of studies suggest that immature defense styles are associated with lower levels of 
psychosocial functioning (Erickson, Feldman, & Steiner, 1996). Defense styles have even been 
shown to predict symptom levels (Maffei, Fossati, Lingiardi, Madeddu, Borellini & Petrachi, 
1995). How is it that defenses, inherently adaptive psychological coping mechanisms, become 
maladaptive? According to Moffett and Bruto (1990), immature defenses interfere with an 
individual's ability to develop more effective coping skills for two reasons: (a) they protect the 
individual from the distress that would normally motivate him or her to change, and (b) they 
alienate the people who might otherwise serve as healthy role-models. Immature defenses, 
therefore, distort one's perception of reality and serve as a barrier to behavioral and interpersonal 
change. 
Most clinicians agree that one's personality is shaped, at least in part, by how one 
characteristically deals with stress and/or emotional distress. If psychopathological symptoms 
and maladaptive behaviors are influenced by personality patterns that reflect underlying defenses, 
then interventions that focus on challenging a client's immature defenses and helping him or her 
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to develop more mature defenses are likely to pay therapeutic dividends on many fronts. One of 
the most powerful things about WT is that dysfunctional coping skills/defenses inevitably bring 
the individual face to face with unpleasant consequences: 
In wilderness therapy approaches, the natural environment is viewed as a non­
ambiguous, objective learning atmosphere which demands adaptive rather than 
defensive behavior. In a properly structured experience, the cause and effect 
relationship of dysfunctional behaviors and their outcomes are [made] explicitly 
and immediately clear. (Berman & Anton, 1988, p. 44) 
The WT program evaluated in this study specifically focuses on challenging immature 
defenses (see Appendix B). Furthermore, as Bacon and Kimball (1989) have pointed out, group 
process is central to wilderness therapy, particularly with regard to bringing about character 
change: "Because personality is formed and shaped largely through contact and involvement 
with others, it can be reshaped through this same contact" (p. 125). WT involves living with 
others. It is characterized by intense emotional highs and lows, and one's safety and personal 
comfort depend on one's willingness to be accountable for oneself while also working 
cooperatively with the group. Finally, most WT programs take the "combinatorial" treatment 
approach that Millon (2000) advocates. 
Subjects 
Chapter 2 
Methods 
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One-hundred nine subjects (68 male, 41 female) were selected from a convenience sample 
of adolescents admitted to the Catherine Freer Wilderness Therapy Expeditions (CFWTE) 
program between April 2000 and March 2002 (see Appendix B for a detailed program 
description). All subjects were between the ages of 13 and 18 (Mean= 15.39, SD= 1.37). 
Enrollment varied from four to eight adolescents per treatment group, and not all enrollees 
participated so the pool of data was drawn from 23 different wilderness therapy treks. Written 
consent was obtained from the legal guardian(s) of all participants prior to testing, and this 
research proposal was pre-approved by both the George Fox University Human Subjects 
Research Committee and the appropriate authorities from CFWTE. Subjects were excluded from 
the study if they were unable to read at a 6th grade level, did not successfully complete the WT 
program, or produced an invalid profile on either the pre- or post-test Millon Adolescent Clinical 
Inventory (MACI). CFWTE does not admit adolescents if they are actively psychotic or have an 
organically-based mental illness. 
Measures 
Defense styles were assessed using the Defense Style Questionnaire-40 (DSQ), a 40-item 
self-report inventory constructed by Andrews et al. (1993). Participants were asked to rate their 
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degree of agreement with each item on a 9-point scale with 1 indicating strong disagreement and 
9 indicating strong agreement. Defense items are grouped as in the DSQ in three Likert scales 
assessing immature (projection, passive-aggression, acting out, isolation, devaluation, autistic 
fantasy, denial, displacement, dissociation, splitting, rationalization, and/or somatization), 
neurotic (undoing, pseudo-altruism, idealization, and reaction formation), and mature 
(sublimation, humor, anticipation, and suppression) defense styles. The DSQ possesses 
reasonable psychometric properties, including moderate internal validity and good test-retest 
reliability. While it is generally acknowledged that adolescents tend to use more immature 
defense styles than adults (Nasserbajht; Araujo, & Steiner, 1996), Erickson et al. (1996) found 
that adolescent defense patterns correlate with general adjustment, and concluded that the 
validity of the defense mechanism paradigm can be extended to the adolescent age group. 
Personality patterns, expressed concerns, and clinical syndromes were assessed by means 
of the MACI, a 160-item, true/false, paper and pencil self-report inventory constructed by Millon, 
Millon, and Davis (1993). The MACI requires a 6th grade reading level, and takes 20-30 minutes 
to complete. It is intended for disturbed adolescents and was normed on 1,017 adolescents 
involved in outpatient, inpatient, or residential treatment programs from 28 states and Canada. 
The MACI is currently the most widely used adolescent clinical inventory in the world. Four 
distinct norm groups have been established: (a) males 13-15 years old, (b) females 13-15 years 
old, ( c) males 16-19 years old, and ( d) females 16-19 years old. 
The MACI has 4 response bias scales and 27 content scales separated into three clinically­
relevant categories (personality patterns, expressed concerns, and clinical syndromes). The 
response bias scales are validity indicators. The Validity scale is made up of three items which 
are very rarely endorsed (e.g., "I have not seen a car in the last 10 years"); it is designed to 
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determine whether the examinee actually reads the questions. The Disclosure scale represents a 
"linear combination of scale scores that are indicative of over- or under-reporting 
psychopathology" (Kramer & Conoley, 1995, p. 621); it reflects the individual's level of 
openness. The Desirability scale reflects the examinee's tendency to present him or herself in an 
unrealistically favorable light, and is similar to the K scale of the Minnestota Multiphasic 
Personality Inventory (MMPI-2). The Debasement scale is used to assess "whether a given 
patient has distorted their profile in the direction of presenting more pathology than may, in fact, 
be objectively present ... A heightened score on the Debasement scale is roughly analogous to 
obtaining a high F score on the MMPI" (Millon, 1997, p. 44). 
The Personality Patterns scales (Introversive, Inhibited, Doleful, Submissive, 
Dramatizing, Egotistic, Unruly, Forceful, Conforming, Oppositional, Self-Demeaning, and 
Borderline Tendency) roughly parallel the DSM-N personality disorders (Schizoid, Avoidant, 
Dependent, Histrionic, Narcissistic, Antisocial, Aggressive/Sadistic, Compulsive, Passive­
Aggressive/Negativistic, Self-Defeating/Masochistic, Schizotypal, Borderline, and Paranoid) in 
the order of their presentation on the Millon Clinical Multiaxial Inventory-Third Edition (MCMI­
III). The different personality type descriptors underscore the idea that personality is still 
somewhat malleable in adolescents and personality disorders cannot be formally diagnosed. The 
MACI includes some personality patterns/disorders that were not included in the Millon 
Adolescent Personality Inventory (MAPI): Doleful (Depressive), Forceful (Sadistic), Self­
Demeaning (Self-Defeating), and Borderline Tendencies. The MACI has subsequently replaced 
the MAPI. 
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The Expressed Concerns subscales identify perceived psychosocial stressors and include 
Identity Diffusion, Self-Devaluation, Body Disapproval, Sexual Discomfort, Peer Insecurity, 
Social Insensitivity, Family Discord, and Childhood Abuse. 
The Clinical Syndromes subscale is a revision of the MAPI' s Behavioral Correlates 
subscale, and is intended to reflect the MACI' s heightened clinical focus. Clinical Syndromes 
include Eating Dysfunctions, Substance-Abuse Proneness, Delinquent Predisposition, Impulsive 
Propensity, Anxious Feelings, Depressive Affect, and Suicidal Tendency. 
The MACI was constructed using "the domain theory construction model. It included 
face-valid pools of initial items, internal structural-statistical methods, and external empirical 
keying" (Kramer & Conoley, 1995, p. 621). The Cronbach alpha reliabilities are excellent, 
ranging from .73 to .91, and most of the internal consistencies are greater than .80. The lack of 
scale specificity is the MACI's greatest weakness. Consequently, "correlations against clinical 
judgments are not impressive. They do not seem much worse though than the interrater 
reliability kappa statistics in the field trials of the DSMs" (Kramer & Conoley, 1995, p. 621). 
Retzlaff (cited in Kramer & Conoley, 1995, p. 622) concludes that the MACI is the best 
test available for examining the complex relationship between environmental stressors, 
personality, and psychopathology in disturbed adolescents, and Stuart (cited in Kramer & 
Conoley, 1995) notes that the MACI "holds great promise for use as a screening instrument to 
assess a broad spectrum of adolescent problems, and as a means of generating DSM-IV 
diagnostic categories in clinical settings" (p. 623). 
An objective measure of behavior, the Youth Outcome Questionnaire 2.0 (YOQ; 
Burlingame et al., 1996) was also utilized. The YOQ is a 64-item questionnaire that measures 
the major areas of behavior and quantifies the severity of disturbance in children or adolescents 
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from 4 though 17 years of age. The YOQ is completed by the child's guardian or by a staff 
member in a treatment facility. It takes approximately 10 minutes to complete and is written at a 
5th grade level. The legal guardian(s) are asked to assess a variety of current troublesome 
behaviors/moods/situations with regard to their child using a Likert scale with five options: never 
or almost never present, rarely present, sometimes present, frequently present, and almost 
always or always present. Because this instrument is highly face-valid, caretakers are instructed 
to be as accurate as possible in their responses and to avoid making their child look 
unrealistically healthy or unhealthy. The YOQ is broken down into six subscales -- Intrapersonal 
Distress, Somatic, Interpersonal Relations, Critical Items, Social Problems, and Behavioral 
Dysfunction -- and the total score reflects the adolescent's overall level of distress. The YOQ is 
sensitive to change over short periods of time and demonstrates high levels of reliability and 
validity. Internal consistency subscale estimates range from .70 to .93 and the Total score 
estimate is .96. The YOQ has demonstrated an accuracy rate of 85% in being able to distinguish 
between clinical and non-clinical subjects, and criterion validity is good as evidenced by the high 
correlations between the YOQ total and subscale scores and instruments like the Child Behavior 
Checklist (Achenbach, 1991). 
Procedures 
At the family meeting that took place prior to treatment, the adolescents and their families 
were given a brief explanation of the proposed study and written consent to participate was 
obtained from the adolescent's legal guardian at that time. If the adolescent's guardian gave 
written consent, then the adolescent was asked to complete the DSQ and the MACI. Subjects 
could choose to not participate in the study by not completing either the pre- or the post-tests. 
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Subjects completed the DSQ and the MACI before and after their WT experience. 
Parents completed the YOQ at the initial family meeting and 2 months.after their child was 
discharged from treatment. YOQs were mailed to the adolescent's legal guardian 60 days after 
he or she had completed the program. Parents who did not return the follow-up questionnaire 
within 2 weeks were sent reminder notices. 
The primary researcher, a 36-year-old Caucasian male graduate student in a clinical 
psychology doctoral program, or a trained CFWTE staff member, administered the DSQ and the 
MACI to each subject on the day of the initial family meeting (admission) and again on the night 
before the end family meeting (20 days into treatment and the evening prior to discharge). 
Data Analysis 
CFWTE clients are adolescents who have been referred to WT because they have not 
responded well to more traditional treatment modalities; these adolescents are typically engaged 
in some very self-destructive behaviors and their parents are desperately looking for help. For 
these reasons, and because the treatment groups are sent to different wilderness areas at different 
times of the year, it was not feasible to randomly assign subjects or to use control groups in this 
study. Instead, a multiple interrupted time series design was chosen. Data from 23 different 
treatment groups were included in our analysis, and the data was analyzed using the Statistical 
Package for the Social Sciences. 
First, an initial analysis was conducted using a univariate ANOV A to determine whether 
there were any gender differences related to treatment outcomes on any of the dependent 
variables. 
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Next, the Pearson r was used to determine the correlation between immature defense 
styles, expressed concerns, dysfunctional personality patterns, clinical syndromes, and 
maladaptive behaviors. 
Basic descriptive statistics were used to determine mean pre- and post-test defense styles, 
personality patterns, expressed concerns, clinical syndromes, and maladaptive behavior scores 
and standard deviations. The number of clinical elevations that subjects had on each of the 
MACI categorical scales (personality patterns, expressed concerns, and clinical syndromes) at 
pre- and post-test were calculated, and paired sample t-tests were used to compare the statistical 
differences between admission and discharge scores. Effect sizes were also calculated for 
immature defense scores, dysfunctional personality patterns scores, expressed concerns scores, 
clinical syndromes scores, and maladaptive behavior scores. The mean pre- and post-test score, 
standard deviation, and effect size for each of the 27 MACI content scales ( 12 Personality 
Patterns Scales, 8 Expressed Concerns Scales, and 7 Clinical Syndromes Scales) were then 
calculated, with a focus on the pre- and post-test scores of individuals that had clinically elevated 
content scales at admission. 
Finally, univariate ANOVA was used to determine whether subjects demonstrating a 
change in post-test defense style (in the direction of health) had a greater decrease on post-test 
dysfunctional personality patterns, clinical syndromes, and maladaptive behavior scores than 
subjects whose defense style remained the same or got worse. 
Sample Characteristics 
Chapter 3 
Results 
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See Table 2 for the most common clinically elevated perceived psychosocial stressors 
(expressed concerns), personality patterns, and clinical syndromes scales of subjects who entered 
the 21-day residential wilderness treatment program. See Appendix C for raw data. 
As can be seen from the data in Table 3 below, 87 subjects (79.8%) had at least one 
clinically elevated personality pattern scale and at least one elevated clinical syndrome scale at 
pre-test; 92 subjects (84.4%) had at least one clinically elevated expressed concerns scale; and 
107 subjects (98.2%) had clinically elevated maladaptive behavior total scores as measured by 
the YOQ. Table 3 also breaks down the number of clinically elevated MACI scales that subjects 
had at pre-test for Axes I, II, and N. Subjects entering the wilderness therapy program had a 
mean number of 1.68 clinically elevated expressed concerns scales (SD= 1.25), 1.95 clinically 
elevated clinical syndromes scales (SD = 1.47), and 2.17 clinically elevated dysfunctional 
personality patterns scales (SD= 1.68). The mean maladaptive behavior pre-test score, as 
assessed by parents and measured by the YOQ, was 96.92 (SD= 25.118), indicating that subjects 
entered wilderness treatment with dysfunction scores comparable to those of adolescents who are 
admitted to psychiatric hospitals (Burlingame, Wells, Hoag, Hope, Nebeker, Konkel, McCollam, 
& Reisinger, 1996). 
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Table 2 
Most Common Clinically Elevated Scales of Subjects Entering Treatment 
MACI categorical scale MACI content scale Frequency I % 
Expressed Concerns (Axis IV) Family Discord 83 /76% 
Social Insensitivity 32/29% 
Identity Diffusion 20/ 18% 
Personality Patterns (Axis II) Unruly (Antisocial) 55 I 50% 
Oppositional 38 I 35% 
Dramatizing (Histrionic) 25 /23% 
Borderline Tendency 25 /23% 
Clinical Syndromes (Axis I) Substance Abuse Proneness 50146% 
Delinquent Predisposition 50146% 
Impulsive Propensity 43 /39% 
Depressive Affect 41 I 38% 
Table3 
Number of Subjects with Clinically Elevated MAC! Scales at Pre-test and Mean Number of 
Categorical Elevations 
MACI categorical scales 
MACI Expressed Concerns Scales 
MACI Clinical Syndromes Scales 
MACI Personality Patterns Scales 
Frequency I % Mean # CE Subscales 
92 I 84.4% 1.68 
87 /79.8% 1.95 
87 /79.8% 2.17 
SD 
1.25 
1.47 
1.68 
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Gender Differences 
An initial analysis was conducted using a univariate ANOVA to determine whether there 
were any gender differences related to treatment outcomes. Pre- and post-test immature defense, 
dysfunctional personality patterns, clinical syndromes, and maladaptive behavior scores were 
examined. Only post-test dysfunctional personality patterns scores showed a significant gender 
difference F (1, 107) = 6.67, p < .05, so the gender variable was collapsed. 
Hypothesis 1: There will be a statistically significant correlation between expressed concerns, 
immature defense styles, dysfunctional personality patterns, clinical syndromes, and maladaptive 
behaviors 
Our first hypothesis predicted that there would be a statistically significant correlation 
between expressed concerns, immature defense, dysfunctional personality patterns, clinical 
syndromes, and maladaptive behavior scores. The Pearson r was used to determine whether 
there were significant correlations among the aforementioned variables at pre- and post-test (see 
Tables 4 and 5). 
As expected, significant positive pre-test correlations were found between immature 
defense and expressed concerns scores, immature defense and clinical syndromes scores, 
expressed concerns and dysfunctional personality patterns scores, and clinical syndromes and 
dysfunctional personality patterns scores. No statistically significant correlation was found 
between immature defense scores and dysfunctional personality patterns scores, or between 
immature defense scores and maladaptive behaviors, however. Unpredicted statistically 
significant correlations were found between immature and neurotic defense scores, and between 
immature and mature defense scores. 
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Table4 
Pre-test Correlations 
Measures MDS NDS IDS DPS CSS MBS ECS 
Mature Defense Score (MDS) .28** .29** .05 .03 -.04 .11 
Neurotic Defense Score (NDS) .28** .42** -.18 .03 -.01 .09 
Immature Defense Score (IDS) .29** .42** 1 .12 .23* .08 .28** 
Expressed Concerns Score (ECS) .11 .09 .28** .34** .58** .05 
Dysfunctional Personality .05 -.18 .12 .56** .13 .34** 
Pattern Score (DPS) 
Clinical Syndrome Score (CSS) .03 .03 .23* .56** .11 .58** 
Maladaptive Behavior -.04 .06 .03 .10 .10 .15 
Score ( MBS) 
*Correlation is significant at the .05 level (2-tailed). ** Correlation is significant at the .01 level (2-tailed). 
Significant positive post-test correlations were found between immature and neurotic 
defense scores, neurotic and mature defense scores, immature defense and expressed concerns 
scores, immature defense and clinical syndrome scores, neurotic defense and expressed concerns 
scores, dysfunctional personality patterns and clinical syndromes, expressed concerns and 
dysfunctional personality patterns scores, expressed concerns and clinical syndromes scores, 
dysfunctional personality patterns and maladaptive behavior scores, and between clinical 
syndromes and maladaptive behaviors. Consistent with our hypothesis, significant negative post-
test correlations were also found between mature.defense and maladaptive behavior scores. 
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Table 5 
Post-test Correlations 
Measures MDS NDS IDS DPS CSS MBS ECS 
Mature Defense Score (MOS) .28** .19 -.04 .08 -.49** -.02 
Neurotic Defense Score (NOS) .28** 1 .38** -.02 .08 .12 .24* 
Immature Defense Score (IDS) .19 .38** -.04 .39** .15 .40** 
Expressed Concerns Score (ECS) -.02 .24* .40** .38** .54** .29 1 
Dysfunctional Personality -.04 -.02 -.04 1 .45** .30* .38** 
Pattern Score (DPS) 
Clinical Syndrome Score (CSS) .08 .08 .39** .45** .37* .54** 
Maladaptive Behavior -.49** .12 .15 .30* .37* .29 
Score (MBS) 
* Correlation is significant at the .05 level (2-tailed). ** Correlation is significant at the .01 level (2-tailed). 
Hypothesis 2: WT will have statistically significant effects on the immature defense styles, 
dysfu.nctional personality patterns, expressed concerns, clinical syndromes, and maladaptive 
behaviors of subjects 
The second hypothesis predicted that wilderness therapy would have a statistically 
significant effect on the post-test expressed concerns, immature defense, dysfunctional 
personality patterns, clinical syndromes, and maladaptive behavior scores of subjects. 
The effects of WT were evaluated using paired samples t-tests to compare pre- and post-
test defense styles, dysfunctional personality patterns, expressed concerns, clinical syndromes, 
and maladaptive behavior scores. Because this study examined multiple personality patterns, 
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clinical syndromes, and expressed concerns, the number of clinically elevated pre- and post-test 
MACI categorical scales were calculated for each subject. For maladaptive behaviors, pre- and 
post-test YOQ total scores were used. See Tables 6, 7, and 8 for a breakdown of pre- and post-
treatment test results. 
Table 6 
Pre- and Post-Test Defense Styles 
Defense Style Pre Post 
Mature Defense Style 54.1% 60.6% 
Neurotic Defense Style 22.9% 17.4% 
Immature Defense Style 17.4% 5.5% 
Table 7 
Number of Clinically Elevated MAC/ Categorical Scales at Pre- and Post-Test 
# of Clinically Elevated 
MACI Categorical Scales 
Expressed Concerns (Axis IV) 
Dysfunctional Personality Patterns 
( Axis II) 
Clinical Syndromes (Axis I) 
Pre 
Mean SD 
1.68 1.25 
2.17 1.68 
1.95 1.47 
Post 
Mean SD 
1.30 1.04 
1.79 1.47 
1.39 1.26 
Table 8 
The Effects of Wilderness Therapy - Paired Samples Test 
Dependent Measures 
Mature DS score 
Neurotic DS score 
Immature DS score 
DPP score 
CS score 
EC score 
MB score 
Pre-test scores 
Mean SD 
5.17 1.13 
4.37 1.37 
4.34 .94 
2.17 1.68 
1.95 1.47 
1.68 1.25 
96.92 25.12 
Post-test scores 
Mean SD 
_t _ _£fJ_ 
5.31 1.05 -1.24 99 
4.68 1.19 -2.97 99 
3.98 1.02 3.71 108 
1.79 1.47 2.07 108 
1.39 1.26 3.66 108 
1.30 1.04 2.65 108 
53.44 I 29.9 6.20 44 
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p (2-tailed) Cohen d 
.22 -.02 (none) 
.01 -.60 (mod.) 
.001 .75 (mod.) 
.04 .40 (small) 
.001 .70 (mod.) 
.01 .51 (mod.) 
.001 1.87 (large) 
Note. N = 109. Mature DS Score= Mature Defense Style Score. Neurotic DS =Neurotic Defense Style Score. 
DPP score =Number of clinically elevated personality patterns scales.. CS score =Number of clinically elevated 
Clinical Syndromes scales. EC score = Number of clinically elevated MACI Expressed Concerns Scales. 
Maladaptive Behavior score= YOQ Total score (clinical cut-off= 46). For Cohen d, mod. =moderate 
effect size. 
As expected, WT was found to have positive significant effects on the immature defense 
scores, dysfunctional personality patterns scores, expressed concerns scores, clinical syndromes 
scores, and maladaptive behaviors scores of troubled adolescents. Effect sizes were also 
calculated for each of the dependent variables. WT had a small effect on dysfunctional 
personality patterns; a moderate effect on immature defense scores, expressed concerns scores, 
and clinical syndromes scores; and a large effect on maladaptive behavior scores. WT was found 
to significantly decrease neurotic defense scores, and the effect was moderate in size. Although 
this finding is somewhat surprising, it need not be viewed as a negative outcome per se in that 
neurotic defenses are more adaptive and functional than the immature defenses typically 
associated with character pathology. 
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Pre- and post-test scores were then compared for each of the MACI Personality Patterns (see 
Table 9), Clinical Syndromes (see Table 10), and Expressed Concerns (see Table 11) scales on 
which subjects had clinically elevated pre-test scores, and calculated effect sizes. 
Table 9 
Mean Pre- and Post-Test Personality Patterns Scores and Effect Sizes for Subjects with 
Clinically Elevated MAC/ Personality Patterns Scores 
Personalit:t Patterns Subscales !:!.. 
Introversive/Schizoid 7 
Inhibited/ A voidant 10 
Doleful/Depressive 22 
Submissive/Dependent 3 
Dramatizing/Histrionic 25 
Egocentric/Narcissistic 10 
Unruly/Antisocial 55 89.78 
Forceful/Sadistic 18 
Conforming/Compulsive 6 
Oppositional 38 
Self-Demeaning/Masochistic 17 
Borderline Tendency 25 
Pre-test score 
Mean SD 
87.14 10.79 
83.70 5.38 
82.82 5.12 
86.33 5.50 
86.64 8.46 
82.00 6.07 
10.55 78.82 
83.28 7.06 
82.50 10.04 
83.55 8.40 
81.41 5.34 
85.00 9.023 
Post-test score 
Mean __ffi_ cohen's d 
61.43 18.77 1.68 (large) 
71.30 19.26 0.88 (large) 
57.82 27.02 1.29 (large) 
73.00 8.88 1.80 (large) 
80.68 15.21 0.48 (small) 
71.20 15.39 0.92 (large) 
17.22 0.77 (moderate) 
63.72 21.12 
66.33 11.86 
64.76 19.01 
60.82 23.28 
54.20 25.86 
1.24 (large) 
1.47 (large) 
1.28 (large) 
1.22 (large) 
1.59 (large) 
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Table 10 
Mean Pre- and Post-Test Clinical Syndromes Scores and Effect Sizes for Subjects with Clinically 
Elevated MAC/ Pre-test Clinical Syndromes Scores 
Pre-test scores 
Clinical Syndromes Subscales 
!:!. 
Mean SD 
Eating Dysfunctions 4 90.00 14.98 
Substance Abuse Proneness 50 94.28 13.57 
Delinquent Predisposition 50 89.48 10.23 
Impulsive Propensity 43 85.65 9.65 
Anxious Feelings 7 82.29 6.50 
Depressive Affect 41 87.61 9.41 
Suicidal Tendency 18 85.78 9.58 
Post-test scores 
Mean SD 
28.75 11.44 
80.12 24.02 
78.90 . 16.69 
65.07 25.84 
61.29 17.92 
66.56 23.07 
49.22 23.09 
cohen's d 
4.40 (large) 
0.73 (moderate) 
0.76 (moderate) 
1.05 (large) 
1.56 (large) 
1.19 (large) 
2.07 (large) 
The effect sizes of WT were impressive, particularly considering the short-term nature of 
the treatment program (21 days). Statistically significant effects were found on all of the 
dysfunctional personality patterns and clinical syndromes scales, and on all of the expressed 
concerns scales for which there was a sufficient sample size. Large effects were found for 10 out 
of 12 Personality Patterns scales (lntroversive/Schizoid, Inhibited/ A voidant, Doleful/Depressive, 
Submissive/Dependent, Egocentric/Narcissistic, Forceful/Sadistic, Conforming/Compulsive, 
Oppositional, Self-Demeaning/Masochistic, and Borderline Tendencies), a moderate effect was 
found for Unruly/Antisocial personality patterns, and a small effect was found for 
Dramatizing/Histrionic Personality Patterns. Large effects were found for 5 out of 7 clinical 
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Table 11 
Mean Pre- and Post-Test Expressed Concerns Scores and Effect Sizes for Subjects with 
Clinically Elevated MAC/ Expressed Concerns Scores 
Pre-test scores Post-test scores 
Expressed Concerns Subscales !:i. Mean SD Mean SD 
Identity Diffusion 20 86.00 12.11 47.50 19.81 
Self-Devaluation 18 85.78 10.00 64.89 26.52 
Body Disapproval 7 95.86 10.90 73.86 24.44 
Sexual Discomfort 77.00 * 57.00 * 
Peer Insecurity 12 83.42 9.32 62.92 20.76 
Social Insensitivity 32 83.56 8.76 70.38 14.82 
Family Discord 83 89.34 8.83 77.41 14.93 
Childhood Abuse 10 81.30 8.78 56.10 24.86 
Note. * N was too small to calculate SD or effect size. 
cohen's d 
2.34 (large) 
1.53 (large) 
1.16 (large) 
* 
1.27 (large) 
1.08 (large) 
0.97 (large) 
1.35 (large) 
syndromes scales (Eating Dysfunctions, Impulsive Propensity, Anxious Feelings, Depressive 
Affect, and Suicidal Tendency), and moderate effects were found for Substance Abuse Proneness 
and Delinquent Predisposition. Large effects were found for all of the Expressed Concerns 
scales (Identity Diffusion, Self-Devaluation, Body Disapproval, Peer Insecurity, Social 
Insensitivity, Family Discord, and Childhood Abuse) for which we had more than one subject 
with a clinically elevated pre-test scale score. 
The mean effect size of WT was large for all three clinical domains: cohen's d = 1.22 for 
dysfunctional personality patterns (Axis II), 1.68 for clinical syndromes (Axis I), and 1.39 for 
expressed concerns (Axis IV). 
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Hypothesis 3: Those subjects demonstrating a change in defense style (in the direction of health) 
following treatment will demonstrate a greater decrease on post-test scores measuring clinical 
syndromes, dysfunctional personality patterns, and maladaptive behaviors than those whose 
defense styles remain the same 
The third hypothesis predicted that subjects demonstrating a change in defense style (in 
the direction of health) following treatment would demonstrate a greater decrease in 
dysfunctional personality patterns, clinical syndromes, and maladaptive behavior post-test scores 
than those whose defense styles remained the same or got worse. Twenty-five subjects (22.9%) 
demonstrated a change in defense style toward health at post-test, while 61 (56%) showed no 
change, and 14 (12.8)% actually moved to a less healthy defense style (from mature to neurotic 
or from neurotic to immature). 
Univariate ANOVA was used to determine whether subjects demonstrating a change in 
defense style (in the direction of health) had a greater decrease on post-test dysfunctional 
personality patterns, clinical syndromes, and maladaptive behaviors scores than those whose 
defense styles remained the same or got worse. Statistically significant effects were found for the 
post-test maladaptive behavior scores, F (2, 38) = 7.73, p < .01, eta= .54, moderate effect size), 
of subjects who demonstrated a change in defense style (in the direction of health), but no 
significant effects were found for dysfunctional personality patterns or clinical syndromes. 
While no statistically significant effects were found, subjects demonstrating a change in defense 
style at post-test (in the direction of health) did show a greater decrease on the mean number of 
clinically elevated personality patterns and clinical syndromes scales at post-test than subjects 
whose defense styles remained the same or got worse (see Tables 12 and 13). 
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Table 12 
How Change in Defense Style Affects the Mean Number of Clinically Elevated 
Personality Patterns Scales 
Change in Defense Style 
Moved Toward Mature 
Stayed The Same 
Moved Toward Immature 
Table 13 
!:!. 
25 
61 
14 
Pre-test scores 
Mean SD 
2.80 1.82 
2.15 1.58 
1.93 1.69 
Post-test scores 
Mean SD Change 
1.88 1.39 .92 (better) 
1.70 1.41 .45 (better) 
2.14 1.96 -.21 (worse) 
How Change in Defense Style Affects the Mean Number of Clinically Elevated 
Clinical Syndromes Scales 
Change in Defense Style 
Moved Toward Mature 
Stayed The Same 
Moved Toward Immature 14 
!:!.. 
25 
61 
1.93 
Pre-test Scores 
Mean SD 
2.52 1.53 
1.80 1.42 
1.69 1.71 
Pre-test scores 
Mean ..22._ Change 
1.60 1.35 92 (better) 
1.21 1.35 .45 (better) 
1.20 .22 (better) 
Hypothesis 1 
Chapter4 
Discussion 
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The first hypothesis predicted that there would be a statistically significant correlation 
between expressed concerns, immature defense, dysfunctional personality patterns, clinical 
syndromes, and maladaptive behaviors scores. Results partially support this hypothesis. 
Immature defense scores were significantly correlated with expressed concerns and clinical 
syndromes, but not with dysfunctional personality patterns or maladaptive behaviors scores. 
Mature defense scores were significantly negatively correlated with maladaptive behavior scores, 
however. Significant correlations were also found between expressed concerns and 
dysfunctional personality patterns scores, expressed concerns and clinical syndromes scores, and 
between dysfunctional personality patterns and clinical syndromes scores. The strongest 
correlations existed between dysfunctional personality patterns and clinical syndromes scores, 
and between expressed concerns and clinical syndromes scores. Findings are generally consistent 
with theories that emphasize the interactive nature of Axes I, II, and N (e.g., psychodynamic 
theories and Millon's evolutionary theory), and with post-modem constructivist theories which 
contend that psychopathological symptoms are related, at least in part, to how one perceives 
psychosocial stressors. 
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Hypothesis 2 
The second hypothesis predicted that WT would have a statistically significant effect on 
the post-test expressed concerns, immature defense, dysfunctional personality patterns, clinical 
syndromes, and maladaptive behavior scores of subjects. The data strongly support this 
hypothesis. WT resulted in statistically significant improvement on immature defense and 
maladaptive behavior scores, and on dysfunctional personality patterns, expressed concerns, and 
clinical syndromes scores. WT had a large effect size on maladaptive behaviors, and findings 
regarding the mean difference in YOQ admission and discharge scores as assessed by parents 
were consistent with those found by Russell (2001) in an outcome study that included 858 
subjects who were admitted for treatment at eight participating wilderness therapy programs. 
This indicates that the subjects in this study were similar at admission, in terms of behavioral and 
interpersonal problems and level of emotional distress, to those in Russell's 2001 study, and that 
the effects of treatment were similar, at least as measured by the YOQ. 
Although the effect size of WT on the number of clinically elevated personality patterns 
scales was small, wilderness therapy had a large effect on subjects with dysfunctional personality 
patterns for 10 of the 12 MACI Personality Patterns scales (lntroversive/Schizoid, 
Inhibited/ A voidant, Doleful/Depressive, Submissive/Dependent, Egocentric/Narcissistic, 
Forceful/Sadistic, Conforming/Compulsive, Oppositional, Self-Demeaning/Masochistic, and 
Borderline Tendency). A moderate effect size was found for Unruly/ Antisocial Personality 
Patterns, and a small effect was found for Dramatizing/Histrionic Personality Patterns. There 
was also a large mean effect size for the types of cluster-B personalities (Dramatizing/Histrionic, 
Egotistic/Narcissistic, Unruly/Antisocial, Forceful/Sadistic, Oppositional, and Borderline) that so 
often come to the attention of mental health and legal systems. These findings are particularly 
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significant since short-term interventions effecting positive character change are almost unheard 
of in the personality literature. While WT pioneers Kurt Hahn and David Baden-Powel both 
noticed that physically and emotionally demanding outdoor experiences were effective in 
bringing about positive character change, this is one of the few studies that has looked at 
personality as a dependent variable (see Marsh & Richards, 1989; Marsh, Richards & Barnes, 
' 
1986), and the only one that has looked at wilderness therapy as a possible short-term treatment 
for budding personality disorders. 
Statistically significant effects were found for all the clinical syndromes scales (Eating 
Dysfunctions, Substance Abuse Proneness, Delinquent Predisposition, hnpulsive Propensity, 
Anxious Feelings, Depressive Affect, Suicidal Tendency) on which subjects had elevated pre-test 
scores. Significant effects were also found for all the expressed concerns scales for which we 
had a sufficient sample size (Identity Diffusion, Self-Devaluation, Body Disapproval, Sexual 
Discomfort, Peer Insecurity, Social Insensitivity, Family Discord, and Childhood Abuse). Large 
effect sizes were found for 5 of 7 clinical syndromes (Eating Dysfunctions, hnpulsive Propensity, 
Anxious Feelings, Depressive Affect, and Suicidal Tendency), and moderate effects were found 
for the other two (Substance Abuse Proneness and Delinquent Predisposition). Regarding 
expressed concerns, large effects were found for Identity Diffusion, Self-Devaluation, Body 
Disapproval, Sexual Discomfort, Social Insensitivity, Family Discord, and Childhood Abuse. 
While no causal statements can be made due to the quasi-empirical design of this study, 
the findings are robust and suggest that wilderness therapy demonstrates considerable breadth, 
and promise, as a treatment modality for adolescents with clinical concerns on Axes I, II, and IV. 
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Hypothesis 3 
The third hypothesis predicted that subjects demonstrating a change in defense style (in 
the direction of health) following treatment would demonstrate a greater decrease in 
dysfunctional personality patterns, clinical s�ndromes, and maladaptive behaviors post-test 
scores than those whose defense styles remained the same or got worse. Data partially support 
this hypothesis. While statistically significant effects were only found for the post-test 
maladaptive behavior scores of subjects who demonstrated a healthy change in defense style, 
these same subjects did show a larger decrease in the mean number of clinically elevated 
personality patterns and clinical syndromes scales at post-test than subjects whose defense styles 
remained the same or got worse. 
Results here are consistent with studies finding that immature defense styles are 
associated with lower levels of psychosocial functioning (Erickson et al., 1996). This study 
suggests that wilderness therapy can promote healthier defenses/coping styles and that subjects 
who adopt more mature defenses are likely to have significantly fewer behavioral problems than 
those whose defense styles do not change or move in an unhealthy direction. Our findings also 
lend support to the psychoanalytic notion that defenses reflect and support character structure, 
and shape psychopathological symptoms and behaviors (McWilliams, 1994). 
Limitations of this Study 
There are several potential sources of error or bias in this study. No comparison group 
was utilized for two reasons: (a) the prohibitive cost of establishing a control group for a private 
treatment program, and (b) because adolescents in wilderness therapy programs are typically 
involved in some very self-destructive behaviors, have not responded to traditional treatment 
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modalities, and their parents are often desperately seeking help and see wilderness therapy as 
their last hope. Consequently, random assignment was not feasible. 
Another potential limitation of this study was that the analysis of dysfunctional 
personality patterns, expressed concerns, and clinical syndromes focused on outcomes for 
subjects who had clinically elevated pre-test scores on any of those MACI subscales. Future 
research on these variables should also look at those subjects who may have been negatively 
affected by wilderness therapy (e.g. subjects that do not have clinically elevated pre-test scores 
but do have clinically elevated post-test scores). 
Since all subjects admitted to CFWTE between April 2000 and March 2002 were asked 
to participate in the study, potential bias in results would occur if parents or clients not agreeing 
to participate in this study were somehow consistently different from those who did agree to 
participate. In the largest WT outcome study to date (N = 858), a study that was consistent with 
ours in terms of subject YOQ admission and discharge scores, Russell (2001) made the following 
conclusion regarding non-participant response bias: 
It appears as though those non-responding parents who only completed discharge 
questionnaires rated discharge scores higher than did the complete data sets. 
However this group of non-respondent parent assessments was small. Other 
analyses showsthere are no statistically significant differences between OBH 
[Outdoor Behavioral Health] clients and families participating and not 
participating in this study. (p. 19) 
Because this study sought to look at the effects of WT on troubled adolescents from such 
a holistic perspective, the sheer number of dependent variables examined could have potentially 
confounded our results. However, the breadth and robustness of our findings, in light of the 
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numerous dependent variables examined, provides further support for our second hypothesis and 
actually turns a potential weakness of this study into a strength. One of the secondary goals of 
this research project was to begin to identify the types of psychosocial stressors, and Axes I and II 
disorders, for which WT is most effective so that future studies can use research designs that are 
more methodologically sound to investigate promising dependent variables such as budding 
personality disorders. 
Finally, a word of caution is in order. While these findings support the effectiveness of 
WT for a wide range of adolescent clinical concerns on Axes I, II, and IV, it would be unwise to 
generalize these findings to all WT programs, particularly those that are not licensed by state 
agencies and/or accredited by the Outdoor Behavioral Healthcare Industry Council. The program 
evaluated in this study, CFWTE, is nationally recognized as a leader in the field. They are 
licensed by the state of Oregon, accredited by the Outdoor Behavioral Healthcare Industry 
Council, and the only WT program in the United States to be accredited by the Joint Commission 
of Accreditation of Healthcare Organizations. 
Future Research 
With a growing body of empirical evidence supporting the effectiveness of WT for a 
number of psychosocial concerns, and Axes I and II disorders, it is critical that future WT studies 
include control groups and randomly assign subjects. Findings suggest that WT may be effective 
for behavioral, mood, substance abuse, eating, anxiety, and impulse-control disorders, and for the 
type of identity confusion, low self-esteem, and family dysfunction that so many troubled 
adolescents struggle with. Perhaps the most striking finding of this study, however, is that WT 
may be effective in facilitating positive character change, and in treating character pathology. 
This is significant for two reasons. First, short-term interventions effecting characterological 
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change are almost unheard of in the personality literature. Second, personality disorders take a 
huge emotional and financial toll on individuals, families, and society, and they are notoriously 
difficult to treat. Because WT appears to have such broad and robust affects across a wide 
variety of clinical concerns on Axes I, II, and N, it is recommended that future researchers use 
measures that are multi-dimensional and psychometrically-sound, such as the MAC!. 
Finally, it is recommend that future research examining the effects of WT on Axes I and 
II disorders include follow-up data (preferably at 1- and 3-year intervals) so that more light may 
be shed on the long-term effects of WT. The biggest gap in the WT research continues to be the 
lack of longitudinal studies. Longitudinal research will be especially important for determining 
whether WT is effective for treating budding personality disorders. 
Wilderness Therapy 39 
References 
Achenbach, T. (1991). Manual for the Child Behavior Checklist and 1991 Profile. 
Burlington, VT: University of Vermont, Department of Psychiatry. 
Adams, W. (1970). Survival training: Its effects on self-concept and selected personality 
factors of emotionally disturbed adolescents. Dissertation Abstracts International, 31 
388B. 
Allen, J. (1991). The effects of a wilderness therapy program on changes in self-esteem 
and teacher-rated behavior of youth at risk. Unpublished doctoral dissertation, 
California School of Professional Psychology, Fresno Campus. 
American Heritage Dictionary (3rd ed.). (1994). New York: Dell. 
American Psychiatric Association. (1994). Diagnostic and statistical manual of mental 
disorders (4th ed.). Washington, DC: Author. 
Andrews, G., Singh, M., & Bond, M. (1993). The defense style questionnaire. Journal· 
of Nervous and Mental Disease, 181 (4), 246-256. 
Asher, S., Huffaker, G. & McNally, M. (1994). Therapeutic considerations of wilderness 
experiences for incest and rape survivors. Women & Therapy, 15 (3-4), 161-174. 
Bacon, S., & Kimball, R. (1989). The wilderness challenge model. In R. Lyrrian, S. Prentice­
Dunn, & S. Gabel (Eds.), Residential and inpatient treatment of children and 
adolescents (pp. 115-144). New York: Plenum Press. 
Baer, D., Jacobs, P., & Carr, F. (1975). Instructors ratings of delinquents after Outward 
Bound survival training and their subsequent recidivism. Psychological Reports, 36, 
547-553. 
Wilderness Therapy 40 
Beker, J. (1960). The influence of school camping on the self-concepts and social 
relationships of sixth grade school children. Journal of Educational Psychology, 51, 
352-356. 
Berman, D. & Anton, M. (1988). A wilderness therapy program as an alternative to 
adolescent psychiatric hospitalization. Residential Treatment for Children & Youth, 
5 (3), 41-53. 
Burlingame, G., Wells, M., & Lambert, M. (1996). The Youth Outcome Questionnaire 
(2°d ed.). Wharton, NJ: American Professional Counseling Services. 
Burlingame, G., Wells, M., Hoag, M., Hope, C., Nebeker, R., Konkel, K., et al. (1996). Manual 
for youth outcome questionnaire. Stevenson, MD: American Professional Credentialing 
Services. 
Caplan, R. (1967). Tent treatment for the insane. Hospital and Community Psychiatry, 
18, 145-146. 
Cave, S., & Rappaport, E. (1977). The wilderness experience: Therapy and rite 
of passage. Unpublished manuscript, New Mexico Department of Hospitals and 
Institutions. 
Castellano, T., & Soderstrom, I. (1992). Therapeutic wilderness programs and juvenile 
recidivism: A program evaluation. Journal of Offender Rehabilitation, 17 (3-4), 19-46. 
Clifford, E., & Clifford, M. (1967). Self concepts before and after survival training. 
British Journal of Social Psychology, 6, 241-248. 
Cooley, R. (1999). Wilderness therapy can help troubled adolescents. International 
Journal of Wilderness, 4 (3), 18-21. 
Corbett, L. (1996). The religious function of the psyche. London: Routledge. 
Wilderness Therapy 41 
Crompton, J., & Sellar, C. (1981). A review ofliterature: Do outdoor experiences contribute to 
positive development. Journal of Environmental Education, 14 (4), 21-29. 
Courtois, C. (1988). Healing the incest wound: Adult survivors in therapy. New York: 
W. W. Norton. 
Daley, S., Burge, D., & Hammen, C. (2000). Borderline personality disorder symptoms 
as predictors of 4-year romantic relationship dysfunction in young women: Addressing 
issues of specificity. Journal of Abnormal Psychology, 109 (3), 451-460. 
Davis-Berman, J. & Berman, D. (1989). The wilderness therapy program: An empirical 
study of its effects with adolescents in an outpatient setting. Journal of Contemporary 
Psychotherapy, 19 (4), 271-281. 
Deschenes, E., & Greenwood, P. (1998). Alternative placements for juvenile offenders: 
Results from the evaluation of the Nokomis challenge program. Journal of Research in 
Crime and Delinquency, 35 (3), 267-292. 
Erickson, S., Feldman, S., & Steiner, H. (1996). Defense mechanisms and adjustment in 
normal adolescents. American Journal of Psychiatry, 153 (6), 826-828. 
Fletcher, S. (1973). A comparison of affective changes between economically 
disadvantaged and advantaged sixth graders at a resident outdoor education program. 
Unpublished doctoral dissertation, Indiana University, Bloomington. 
Frook, J. (1972). Roughing it back towards sanity. Life, 73 (17), 60-69. 
Gibson, P. (1979). Therapeutic aspects of wilderness programs: A comprehensive 
literature review. Therapeutic Recreation Journal, 13 (2), 21-33. 
Wilderness Therapy 42 
Gibson, P. (1981). The effects of, and the correlates of success, in a wilderness therapy 
program for problem youth. Unpublished doctoral dissertation, Columbia University, 
New York City, New York. 
Gillett, D., Thomas, G., Siok, R., & McLaughlin, T. (1991). The effects of wilderness 
camping and hiking on the self-concept and the environmental attitudes and knowledge 
of twelfth graders. Journal of Environmental Education, 22, 33-44. 
Gillette, J. (1971). A study of attitude changes as a result of experiences at an Outward 
Bound Mountain Ski School. Doctoral dissertation, University of Northern Colorado, 
Greeley, CO. 
Gillis, H., & Simpson, C. (1991). Project Choices: Adventure-based residential drug 
treatment for court-referred youth. Journal of Addictions and Offender Counseling, 
12 (1), 12-27. 
Goodwin, J ., & Talwar, N. (1989). Group therapy for victims of incest. Psychiatric 
Clinics of North America, 12, 279-293. 
Gubitz, K., & Kutcher, J. (1999). Facilitating identity formation for adolescent girls using 
experientially-based outdoor activities. TCA Journal, 27 (1), 32-39. 
Hanna, R. (1996). Process of change and adaptation of adolescent wilderness therapy 
graduates: A qualitative analysis. Unpublished doctoral dissertation, Brigham Young 
University, Provo, UT. 
Harris, P., Mealy, L., Matthews, H., Lucas, R. & Moczygema, M. (1993). Wilderness 
challenge program as correctional treatment. Journal of Offender Rehabilitation, 19 (3-
4), 149-164. 
Wilderness Therapy 43 
Hazelworth, M., & Wilson, B. (1990). The effects of an outdoor adventure camp 
experience on self-concept. Journal of Environmental Education, 21, 33-37. 
Heaps, R., & Thorstenson, C. (1974). Self-concept changes immediately and one-year 
after survival training. Therapeutic Recreation Journal, 8, 60-63. 
Herbert, J. (1998). Therapeutic effects of participating in an adventure therapy program. 
Rehabilitation Counseling Bulletin, 41 (3), 201-216. 
Herman, J. (1992). Trauma and recovery. United States: Basic Books. 
Hunter, I. (1987). The impact of an outdoor rehabilitation program for adjudicated 
juveniles. Therapeutic Recreation Journal, 21, 31-43. 
Joynt, D. (1974). Repeated Obstacles-Participation Expectation (ROPE) project: 
Design and implementation of an outdoor learning experience. Unpublished doctoral 
dissertation, Boston College, Boston, MA. 
Kaplan, R. ( 197 4 ). Some psychological benefits of an outdoor challenge program. 
Environment and Behavior, 6, 101-116. 
Kaplan S., & Talbot, J. (1983). Psychological benefits of a wilderness experience. 
Human Behavior and Environment: Advances in Theory and Research, 6, 163-203. 
Kelley, M., Coursey, R., & Selby, P. (1997). Therapeutic adventures outdoors: A 
demonstration of benefits for people with mental illness. Psychiatric Rehabilitation 
Journal, 20 (4), 61-73. 
Kelly, F. (1974). Outward Bound and delinquence: A ten year experience. Paper 
presented at the conference on experiential education, Estes Park, Colorado, Denver: 
Outward Bound School. 
Wilderness Therapy 44 
Kelly, F., & Baer, D. (1969). Jesness inventory and self-concept measures for delinquents 
before and after participation in an outward bound program. Psychological Reports, 25, 
719-724. 
Kelly, F., & Baer, D. (1971). Physical challenge as a treatment for delinquency. Crime 
and Delinquency, 17, 437-445. 
Kennedy, B., & Minami, M. (1993). The Beech Hill Hospital Outward Bound adolescent 
chemical dependency treatment program. Journal of Substance Abuse Treatment, 10, 
395-406. 
Konle, M. (1976). The effects of a short-term reading study program involving 
some camp-style living on reading achievement, self-concept and attitudes toward 
reading. Unpublished doctoral dissertation, Marquette University, Milwaukee, WI. 
Kramer, J., & Conoley, J. (Eds.) (1995). The twelfth mental measurements yearbook. 
Lincoln, NE: Buros Institute of Mental Measurements, University of Nebraska Press. 
Kriger, W. (1970). The effect of an organized camping experience on self-concept 
change in relation to three variables: Age, sex, and observable behavior change. 
Unpublished doctoral dissertation, University of New Mexico, Albuquerque. 
Lambert, M., Segger, J., Staley, J., Spencer, B., & Nelson, D. (1978). Reported self­
concept and self-actualizing value changes as a function of academic classes with 
wilderness experience. Perceptual and Motor Skills, 46, 1035-1040. 
Levine, D. (1994). Breaking through barriers: Wilderness therapy for sexual assault 
survivors. Women & Therapy, 15 (3-4), 175-184. 
Lipton, D., Martinson, R., & Wilks, J. (1975). The Effectiveness of Correctional 
Treatment. New York: Praeger. 
Wilderness Therapy 45 
Lingiardi, V., Lonati, C., Delucchi, F., Fossati, A., Vanzulli, L., & Maffei, C. (1999). 
Defense mechanisms and personality disorders. Journal of Nervous and Mental 
Disease, 187, 224-228. 
Luckner, J., & Nadler, R. (1995). Processing adventure experiences: It's the story 
that counts. Therapeutic Recreation Journal, 29 (3), 175-183. 
Maffei, C., Fossati, A., Lingiardi, V., Madeddu, F., Borellini, C., & Petrachi, M. 
(1995). Personality maladjustment, defenses, and psychopathological symptoms in 
nonclinical subjects. Journal of Personality Disorders, 9 (4), 330-345. 
Marks, R. (1971). A comparison of the effectiveness of group camping experiences 
on change of self-concept for professional and non-professional group leaders. 
Unpublished doctoral dissertation, West Virginia University, Morgantown. 
Marsh, H., & Richards, G. (1989). A test of bipolar and androgyny perspectives of 
masculinity and femininity: The effect of participation in an Outward Bound program. 
Journal of Personality, 57 (1), 115-137. 
Marsh, H., Richards, G., & Barnes, J. (1986). Multidimensional self-concepts: A 
long-term follow-up of the effect of participation in an Outward Bound Progi:am. 
Personality and Social Psychology Bulletin, 12 (4), 475-492. 
Mason, M. (1987). Wilderness family therapy: Experiential dimensions. Contemporary 
Family Therapy, 9 (1,2), 90-105. 
McCord, D. (1996). Toward a typology of wilderness-based residential treatment 
program participants. Residential Treatment for Children & Youth, 12 (4), 51-60. 
Wilderness Therapy 46 
McPeake, J., Kennedy, B., Grossman, J. & Beaulieu, L. (1991). Innovative adolescent 
and chemical dependency treatment and its outcome: A model based on Outward Bound 
programming. Journal of Adolescent Chemical Dependency, 2 (1), 29-57. 
McWilliams, N. (1994). Psychoanalytic diagnosis: Understanding personality structure 
in the clinical process. New York: Guilford Press. 
Millon, T. (1996). Disorders of personality: DSM-IV and beyond. New York: John 
Wiley and Sons. 
Millon, T. (Ed.) (1997). The Millon inventories: Clinical and personality assessment. 
New York: Guilford Press. 
Millon, T. (2000, February). Personality: Theory, assessment, and therapy. Paper presented at a 
workshop sponsored by the Oregon Psychological Association, Portland, OR. 
Millon, T., Millon, C., & Davis, R. (1993). The Millon Adolescent Clinical Inventory. 
Minneapolis, MN: NCS Assessments. 
Moffett, L., & Bruto, L. (1990). Therapeutic theatre with personality-disordered 
substance abusers: Characters in search of different characters. Arts in Psychotherapy, 
17 (4), 339-348. 
Muris, P., & Merckelbach, H. (1996). The short version of the Defense Style·Questionnaire: 
Factor structure and psychopathological correlates. Personality and Individual 
Differences, 20 (1), 123-126. 
Nasserbajt. A., Araujo, K., & Steiner, H. (1996). A comparison of adolescent and adult 
defense styles. Child Psychiatry and Human Development, 27 (1), 3-13. 
Pawlowski, M., Holme, G., & Hafner, R. (1993). Wilderness therapy for psychiatric 
disorders. Mental Health in Australia, 5 (1), 8-14. 
Wilderness Therapy 47 
Payne, J., Drummond, A., & Lunghi, M. (1970). Changes in the self concepts of school 
learners who participated in an Arctic expedition. British Journal of Educational 
Psychology, 40, 211-216. 
Porter, W. (1975). The development and evaluation of a therapeutic wilderness program 
for youth. Unpublished master's thesis, University of Denver, CO. 
Powch, I. (1994). Wilderness therapy: What makes it empowering for women? Women 
& Therapy, 15 (314), 11-27. 
Rickard, H., Serum, C., & Wilson, W. (1971). Developing problem solving attitudes 
in emotionally disturbed children. Adolescence, 6, 451-456. 
Robitschek, C. (1993). Psychological and demographic predictors of success in an 
Outward Bound program. Unpublished doctoral dissertation, University of Minnesota, 
Minneapolis. 
Russell, K. (1999). Theoretical basis, and reported outcomes of wilderness therapy as 
an intervention and treatment for problem behavior in adolescents. Unpublished 
doctoral dissertation, University of Idaho, Moscow. 
Russell, K. (2001). Assessment of treatment outcomes in outdoor behavioral healthcare. 
Retrieved May 10, 2001, from http://www.its.uidaho.edu/wrc/Research/publicat.htm. 
Russell, K., & Hendee, J. (1999). Wilderness therapy as an intervention and treatment 
for adolescents with behavioral problems. Retrieved May 10, 2001, from 
http://www.its.uidaho.edu/wrc/Research/publicat.htm. 
Ryan, J., & Johnson, D. (1972). Therapeutic camping: A comparative study. Therapeutic 
Recreation Journal, 6, 178-180. 
Samuels, A. (1985). Jung and the post-Jungians. London: Routledge. 
Wilderness Therapy 48 
Shearer, R. (1975). Camping as a therapeutic experience for depressed and schizophrenic 
patients. Hospital & Community Psychiatry, 26, 494-497. 
Talbot, J., & Kaplan, S. (1986). Perspectives on wilderness: Re-examining the value of 
intended wilderness experiences. Journal of Environmental Psychology, 6, 177-188. 
Thoreau, H. (1968). Reflections at Walden: Selected writings of Henry David Thoreau. 
Kansas City, MO: Hallmark. 
Tobler, N. (1986). Meta-analysis of 143 drug prevention programs: Quantitative 
outcome results of program participants compared to a control or comparison group. 
Journal of Drug Issues, 16 (4), 537-567. 
Ulrey, G. (1974). Effects of an outdoor educational experience on children's locus of 
control and performances in physical tasks. Unpublished doctoral dissertation, Boston 
College, MA. 
Vaillant, G. (1994). Ego mechanisms of defense and personality psychopathology. 
Journal of Abnormal Psychology, 103 (1), 44-50. 
Wall, S. (1993). The effects of a wilderness survival school on adolescent depression 
scores. Unpublished doctoral dissertation, Pacific University, Forest Grove, OR. 
Willis, S. (1989). Wilderness therapy: The search for healing, health, and wholeness 
in the wilderness. Unpublished doctoral dissertation, Fuller Theological Seminary, 
Pasadena, CA. 
Witman, J. (1989). Outcomes of adventure program participation by adolescents involved 
in psychiatric treatment. Unpublished doctoral dissertation, Boston University, MA. 
Wright, A. (1983). Therapeutic potential of the outward bound process: An evaluation of a 
treatment program for juvenile delinquents. Therapeutic Recreation Journal, 17, 33-42. 
Wilderness Therapy 49 
Appendix A 
A Review of the Literature 
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Historical Overview 
While people from all cultures have found sustenance, physical challenge, psychological 
growth, spiritual transformation, and healing in nature for thousands of years, wilderness therapy 
(WT) is a relatively new phenomenon. The American Heritage Dictionary (1994) defines 
wilderness as "an unsettled, uncultivated region left in its natural condition"(p. 922). The 
wilderness has historically been perceived as vast and untamed. WT is similar to wilderness 
experience (WE) programs in that both utilize outdoor activities (i.e., backpacking) in a 
wilderness setting, and teach basic survival skills, but WT differs from WE programs in four 
ways: (a) WT clients are carefully selected based on clinical assessment, (b) a treatment plan is 
created for each WT participant, ( c) WT clients participate in individual and group therapy 
sessions that are facilitated by qualified professionals, and (d) WT programs use formal 
evaluative procedures to assess the progress of participants (Russell & Hendee, 1999). 
WT programs appear to have grown out of the "tent treatments" (Caplan, 1967) 
psychiatric patients received at Manhattan State Hospital following a tuberculosis 
outbreak. "Hospital staff noted improvement in both the physical and mental health of these 
patients and by 1910 another state hospital in New York started a summer camp program for 
psychiatric patients" (Gibson, 1979, p. 21). There were important international pioneers as well. 
During the Boer War, Robert Baden-Powel noticed profound changes in his young troops as they 
lived and fought in the South African countryside. He was particularly impressed by the way 
intense physical experiences in the wilderness promoted "growth of character, brotherhood, 
service, and moral fortitude" (Willis, 1989, p. 8). Upon returning to England, he decided to take 
a group of boys to Brownsea Island for some "wilderness survival training" (Willis, 1989, p. 8). 
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Convinced that he was onto something, Baden-Powel published Scouting for Boys in 1908, and 
within a few short years the scouting movement had spread worldwide (Willis, 1989). 
The German educator Kurt Hahn is even more widely recognized as an early pioneer of 
outdoor challenge programs. Hahn began emphasizing experiential education at the Salem 
School in the 1920s, and he established the well-known Outward Bound program in 1942 
(Bacon & Kimball, 1989). Outward Bound originated as a survival training program, designed to 
prepare young seamen for conditions on the North Atlantic during World War II. Hahn's 
original goal was not so much to teach skill-mastery as it was to develop resilience, positive 
values, and character. He found that wilderness experience and rescue training were particularly 
effective in bringing about these types of changes. In this sense, as Bacon and Kimball (1989) 
have pointed out, "Hahn's ideas were perhaps better suited to a psychological model of change 
than an educational one" (p. 117). 
Outward Bound first arrived in the United States in 1962. Soon afterwards, it, and other 
newly-spawned WT programs, began working with clinical populations, primarily troubled 
adolescents. In the late 1970s and early 1980s WT programs began to expand their horizons. 
Before long positive outcomes were being reported for delinquent and psychologically-disturbed 
adolescents (Berman & Anton, 1988; Castellano & Soderstrom, 1992; Davis-Berman & Berman, 
1989; Deschenes & Greenwood, 1998; Gillis & Simpson, 1991; Kelly & Baer, 1971), adult 
offenders (Harris, Mealy, Matthews, Lucas, & Moczygema, 1993), the chronically mentally ill 
(Kelley, Coursey, & Selby, 1997), handicapped and developmentally disabled individuals 
(Herbert, 1998), substance abusers (Gillis & Simpson, 1991; Kennedy & Minarni, 1993; 
McPeake, Kennedy, Grossman & Beaulieu, 1991), and victims ofrape and incest (Courtois, 
1988; Goodwin & Talwar, 1989; Herman, 1992; Levine, 1994). 
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Wilderness Therapy with Adolescents and Substance Abusers 
Deschenes and Greenwood (1998) evaluated the Michigan Department of Social 
Services' Nokomis challenge program, an alternative 12-month integrated treatment program for 
juvenile offenders. It combines 3 months of WT with 9 months of community-based monitoring 
and treatment. The analysis compared 97 youths who were admitted to the Nokomis program 
with 95 similar adolescents who were placed in a training school or private residential program. 
During the 2-year study, juveniles in the experimental group spent an average of 16 days in 
detention and 163 days in other juvenile residential placement, while juveniles in the control 
group spent 20 days in detention and an average of 426 days in some type of residential 
placement. The experimental group also scored significantly higher on measures of self esteem 
and significantly lower on measures of antisocial attitudes. These gains were sustained at 12-
month follow-up, but had disappeared by 24-month follow-up. The experimental group had a 
slightly higher recidivism rate than the control group, partly because they had more free time in 
the community, but they reported significantly less involvement in selling and using drugs than 
the control group. Deschenes and Greenwood (1998) contend that the Nokomis Challenge 
Program "was more intensive than traditional placements" (p. 285) and cost nearly $18,000 per 
year less than typical residential placements. 
In a study assessing the effects of wilderness therapy on juvenile recidivism, Castellano 
and Soderstrom (1992) found that subjects who successfully completed the 30-day Spectrum 
Wilderness challenge program had fewer arrests than the control group for the year following the 
program. These results dissipated at 2-year follow-up, but it is important to note that the subjects 
in the Spectrum program (based in northern Illinois) included many of the most seriously 
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delinquent adolescents serviced. Castellano and Soderstrom (1992) conclude that "overall, this 
wilderness stress challenge program appears promising" (p. 43). 
Kelly and Baer (1971) looked at whether Outward Bound was more effective in reducing 
recidivism than a traditional training school run by the Massachusetts Division of Youth 
Services. One year after parole, only 20% of the group participating in Outward Bound had been 
rearrested compared to 42% of the control group. After reviewing data from the Minnesota, 
Colorado, and Hurricane Island Outward Bound schools, the authors found that the latter two 
were much more successful in reducing recidivism. The Colorado and Hurricane Island schools 
have a higher degree of danger and physical challenge (e.g., participants rappel down cliffs), 
leading the authors to conclude that, "programs which call for consistent physical activity and 
endurance but without periods of high excitement or real danger are not successful in reducing 
recidivism" (p. 441 ) . This is an interesting finding, one suggesting that intense emotional 
experience is important if lasting change is to occur. It also implies that psychoeducational 
interventions and cognitive-behavioral therapy may be less effective with delinquent populations 
than those which include affective and experiential components. 
Gillis and Simpson (1991) evaluated Project Choices, a Georgia-based residential 
treatment program for adjudicated adolescents with substance abuse problems'. Project Choices 
utilizes an 8-week adventure-based intervention followed by an 8-week residential treatment 
program to instill change. Using a quasi-experimental design, the authors evaluated the 
program's effectiveness by measuring the following dependent variables: behaviors associated 
with delinquency and drug-use as measured by the Conduct Disorder scale of the Revised 
Behavior Problem Checklist, self and peer ratings of behavior, self-esteem, drug abstinence as 
measured by random urinalysis testing, and psychopathology as measured by the Minnesota 
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Multiphasic Personality Inventory (MMPI). Statistically significant differences were found 
between pre- and post-test results for self-esteem, all three behavior-related variables, and 
psychopathology. Ninety-nine percent of the drug screenings detected no chemicals, and post­
test scores on the MMPI showed marked decreases in depression, obsessive-compulsive 
behavior, disorganized thinking, mania and anxiety, and a marked increase in ego strength. 
McPeake et al. ( 199 1) summarized three follow-up studies that had been conducted by 
Beech Hill Hospital in New Hampshire in order to evaluate its adolescent chemical dependency 
treatment program. The Beech Hill Program integrated a twelve-step alcohol and drug program 
with the Hurricane Island Outward Bound School. The authors found a significant decrease in 
the number of arrests, hospitalizations, and work- and school-related problems. Ninety percent 
of the subjects showed improvement in self-esteem and interpersonal relationships, 86% were 
either in school or working-full time, and 67% reported no legal difficulties. One year after 
treatment, substance use had declined in 83% of the patients, and 40% were completely 
abstinent. While the Beech Hill Program works with troubled adolescents, many of whom get 
into trouble at school and with the law, it is not a program for delinquents. 
Tobler's ( 1986) meta-analysis of 143 adolescent drug prevention programs found that 
alternative programs like Outward Bound were more effective in changing the drug-related 
behavior of "at risk" (p. 538) adolescents than knowledge-only treatment modalities, affective­
only treatment modalities, knowledge and affective treatment modalities, or peer programs. 
Adams ( 1970) and Berman and Anton ( 1988) evaluated wilderness therapy programs for 
acute adolescent psychiatric patients. Adams found that subjects showed improvements in 
self-esteem, self-reliance, and feelings of physical adequacy. Rehospitalization rates at follow-up 
were only 15%; unfortunately baseline rates were not included. Berman and Anton's study only 
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included 14 subjects, and the design was quasi-experimental, so few conclusions can be drawn. 
The authors found that participants had fewer symptoms after treatment and an increased internal 
locus of control, and concluded that wilderness therapy may be "well suited for use with 
moderately disturbed adolescent patients" (p. 50). Davis-Berman and Berman (1989) looked at 
the effects of wilderness therapy on adolescent outpatients. Statistically significant increases 
were found for self-efficacy and self-esteem, and significant decreases were found for self­
reported symptoms. The authors interpret these results as suggesting that wilderness therapy is 
"most effective in the behavioral and affective realms with adolescent outpatients" (p. 278). 
In a qualitative study, looking at what adolescent psychiatric patients valued about WT, 
Witman (1989) found that participants valued group process over content and activities, and that 
they became less self-centered and more trusting and cooperative. He also found some 
differences related to gender and diagnosis. Female participants were more relationally-oriented 
in their perceptions of outcome. Participants with alcohol and drug-related diagnosis valued fun 
and enjoyment over group process. Participants with conduct disorder placed less value on group 
or responsibility issues. Participants with mood disorders had more negative impressions of the 
experience and more difficulty trusting than other participants. Finally, younger participants, 12-
14 year olds, had distinctively different outcome perceptions as well; they tended to be self rather 
than group focused, and their perceptions were more concrete and less abstract than those of 
older participants. Research needs to be done to determine whether the variables that patients 
value most are the same variables that are most therapeutic. 
Gibson (1979) reviewed 21 empirical studies focusing on the effects of WT with 
delinquent or psychologically-disturbed adolescents. While many of these studies were limited 
by their quasi-experimental designs, Gibson concluded that wilderness programs "can and do 
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result in positive changes in the self-concepts, personalities, individual behaviors and social 
functioning of program participants" (p. 30). 
In one of the few papers focusing on normal female adolescents, Gubitz and Kutcher 
(1999), argue that experientially-based outdoor activities can promote self-esteem and facilitate 
identity formation during what is typically a very difficult developmental period for young 
women. 
Wilderness Therapy with Adult Offenders 
Harris, et al. (1993) looked at whether wilderness challenge programs are feasible 
correctional treatments for adult offenders. They note that "rehabilitation programs based on 
Outward Bound were among the very few efforts to survive the otherwise bleak review of 
correctional treatment by Lipton, Martinson and Wilks (1975)" (Harris et al., 1993, pp. 156-157). 
An evaluation of the Williamson County (Texas) Adult Probation Positive Experiential Leaming 
pilot program showed positive, statistically significant outcomes related to substance abuse. 
With regard to recidivism, only 7% of the treatment group absconded or had their parole revoked 
compared with 35% of the control group. Interviews were also conducted with supervising 
officers. Positive changes were reported for 11 of the 14 probationers. "Perhaps most 
remarkable was a probationer who asked his officer to send him to counseling because he had 
beaten his wife. Officers admitted they had not encountered attitudinal changes of such 
dimensions in their probationers following any other interventions" (Harris et al., 1993, p. 159). 
The authors further contend that wilderness challenge programs are less expensive than most 
traditional correctional treatment programs. 
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Wilderness Therapy with Handicapped and Developmentally Disabled Individuals 
Herbert (1998) evaluated the effects of an adventure therapy program on handicapped, 
developmentally disabled, and chronically mentally ill individuals. Thirty-eight subjects 
were recruited from community-based rehabilitation programs and randomly assigned to 
one of three groups: an experimental group that participated in the 8-day adventure 
program followed by a 3-day program 3 months later, an experimental group that participated in 
the 8-day adventure program, and a no-treatment control group. Pre- and post-test scores were 
then used to assess the dependent variables of self-esteem and locus of control. Subjects 
assigned to the experimental groups showed positive changes in self-esteem and a shift toward a 
more internal locus of control compared to the control group. The effects were not sustained, 
however, in a 1-year follow-up study. Herbert (1998) believes this may be because: (a) the initial 
intervention was only 8 days, (b) although effective, its impact may have been too weak to 
sustain change for an entire year, and (c) follow-up interventions may have been inadequate. 
Wilderness Therapy with Mood Disordered and Chronically Mental Ill Patients 
During the summer of 1972, the Oregon State Hospital experimented with WT. Forty­
nine of the hospital's "sickest, most unresponsive patients ... spent 16 days in the Oregon 
wilderness as part of an innovative experiment designed to shake them out of their protective 
habits of defeat, helplessness, and passive compliance" (Frook, 1972, p. 60). The idea was to do 
"something to break the institutional mold" and "to be able to engineer one minor success each 
day for each patient" (Frook, 1972, p. 60). While no data was collected, the program was judged 
a success by staff and patients. Fourteen of the 49 patients who participated in the program were 
subsequently released from the hospital, and most appeared to be coping quite well in the 
community. The program has since been discontinued for economic reasons. 
Wilderness Therapy 58 
Pawlowski, Holme, and Hafner (1993) evaluated the effectiveness of a 5-day WT for 17 
psychiatric inpatients with schizophrenia or bipolar disorder. In order to identify diagnosis­
related differences, pre- and post-test scores were analyzed separately for each group. Patient 
improvements were found in several areas. The schizophrenic group showed statistically 
significant decreases in overall psychological-symptoms as measured by the Brief Symptom 
Inventory, and on the subscales measuring anxiety, paranoid ideation, and psychoticism. The 
bipolar group demonstrated significant decreases on the subscale measuring somatization. Score 
changes on the Levenson Locus of Control Questionnaire moved in the direction of the normal 
population mean for schizophrenic patients and in the opposite direction for bipolar patients. 
This may reflect movement in a healthier direction for both groups given that schizophrenics 
typically have a very fragmented sense of self and often feel very much at the mercy of external 
forces, whereas individuals with bipolar disorder often present with a grandiose sense of self and 
have an unrealistic sense about their ability to influence their environments. 
Finally, in order to determine whether improvements were sustained, the authors 
examined hospital admission rates before and after treatment. Both groups showed statistically 
significant reductions in hospitalization. The average annual number of days spent in the 
hospital for both groups prior to the WT experience was 79.8 days; after treatment the mean fell 
to 32.0 days. Improvement was particularly noticeable with the schizophrenic group as the 
average annual number of days hospitalized fell from 65.1 to 8.3 following the wilderness 
intervention. Overall, while both groups improved, the schizophrenic patients appeared to benefit 
slightly more than the bipolar patients did. 
This finding raises questions as to whether WT is well-suited for individuals with mood 
disorders. In a study comparing depressed and schizophrenic patients, Shearer (1975) found that 
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depressed patients showed little enthusiasm for activities and demonstrated more hostility and 
resistance to WT than the schizophrenics. Other studies looking at the variable of depression 
have had mixed results. Cave and Rappaport (1977), using the MMPI, found declines on the 
clinical scales measuring depression, psychopathic deviancy, paranoia, and schizophrenia 
following survival training, while Ryan and Johnson (1972) found increases in depression, as 
measured by the Multiple Affect Adjective Checklist, following treatment. Worth noting is the 
fact that while the WT program evaluated in the Cave and Rappaport study was 17-21 days in 
duration, the programs evaluated by Pawlowski et al. (1993), Ryan and Johnson (1972), and 
Shearer (1975) were 5 days or less. This suggests that longer programs may be more beneficial 
for treating individuals with mood disorders. 
Wall ( 1993) looked at the effects of a 21-day WT program on adolescent depression (N = 
27) using the Beck Depression Inventory. At pre-test, 12 subjects (44%) scored in the normal 
range, 7 (26%) scored in the mildly depressed range, 5 (19%) scored in the moderately depressed 
range, and 3 ( 11 % ) scored in the severely depressed range. At post-test 89% of the subjects 
scored in the normal range, and the remaining 11 % scored in the mildly depressed range. These 
results were significant at the .05 level. 
In a particularly well-designed experimental study, Kelley, Coursey, and Selby (1997) 
evaluated the effects of WT on 115 adults with mood, schizoaffective or schizophrenic disorders. 
Following a 9-week adventure program involving weekly day-long outings, subjects in the 
experimental group showed significant increases in scores related to self-esteem and self­
efficacy, and significant reductions on the Anxiety and Depression subscales of the Brief 
Symptom Inventory as compared to the control group. Patients with mood and schizoaffective 
disorders showed a significant increase in scores on the Brief Symptom Inventory Trust and 
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Cooperation subscale and a significant decrease in scores on the Interpersonal Sensitivity and 
Hostility subscales. Schizophrenic patients in the experimental group showed a moderate 
improvement in the direction of health on these subscales while schizophrenics in the control 
group showed a moderate decline in functioning. These findings suggest that individuals with 
mood and schizophrenic disorders do benefit from WT, and they add credence to the idea that 
individuals with mood-related disorders are more likely to benefit from WT programs of longer 
duration. 
Wilderness Therapy with Victims of Rape or Incest 
Few empirical studies have been conducted to evaluate the effectiveness of WT for 
victims of rape or incest, and none have focused on male victims. The programs treating sexual 
assault victims tend to be shorter -- usually lasting from 1 to 3 days -- and le.ss physically 
demanding than traditional wilderness programs. Levine (1994) argues that WT is well-suited to 
working with this population because participants "are faced with physically challenging 
situations which evoke the same feelings of helplessness as the assault, but this time they are 
provided with the opportunity to conquer them" (p. 175). Data from studies with other 
populations suggest that WT tends to promote self-esteem, self-efficacy, and trust, often focal 
treatment concerns for individuals who have been sexually victimized. WT programs may not be 
economically feasible for some, however, and there is some disagreement as to whether WT is 
sufficiently woman-centered. Asher, Huffaker, and McNally (1994) contend that traditional 
wilderness programs "do not support a feminist, woman-centered approach to life" (p. 161), 
while Powch (1994) claims that WT "appears to be a promising vehicle for empowerment of 
women ... [particularly] when it is connected with the feminist spirituality movement" (p. 25). 
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The Effects of Wilderness Therapy on Various Dependent Variables 
Of the 21 variables that have been studied in the wilderness literature -- communication 
skills, cooperation, effort, greater appreciation for family, greater concern for others, increased 
awareness, leadership, locus of control, maturity, physical conditioning, problem-solving, 
recidivism, reduced anxiety, self-concept, self-confidence, self-efficacy, self-esteem, sense of 
accomplishment, sense of purpose, and submission (Hanna, 1996) -- self-concept and locus of 
control have received the most attention. For a detailed summary of effects on various 
dependent variables see Table Al. 
Crompton and Sellar (1981) reviewed 11 empirical studies (Beker, 1960; Clifford & 
Clifford, 1967; Fletcher, 1973; Gillette, 1971 ; Joynt, 1974; Konle, 1976; Kriger, 1970; Marks, 
1971; Payne, Drummond, & Lunghi, 1970; Ulrey, 1974) evaluating the effects of outdoor 
education experiences on self-concept in "normal" preadolescents, primarily sixth graders. Nine 
of 11 reported positive findings. Beker's (1960) findings were particularly interesting. Not only 
did post-test scores show marked increases over control groups, but the effects were even more 
pronounced when the two groups were retested 10 to 12 weeks later. The outdoor educational 
experiences used in the other studies are probably not comparable to most wilderness programs, 
however. They tended to be quite short - usually 5 days or less - and lacked the physical and 
emotional intensity associated with most wilderness therapy programs. 
Gibson (1981) evaluated 89 adolescents who participated in a 21-day Outward Bound 
Program, and found significant positive changes on four self-concept measures and on two 
measures of interpersonal competence. Qualitative analysis revealed three themes in the 
subjective responses of participants. They saw themselves as having more "integrity, 
competence, and amiability" (p. 2) after completing the program. Allen's (1991) 
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Table Al 
Summary of Empirically-based Wilderness Therapy Studies 
Author, Date Program Description Subject Info Variable(s) Studied Findings 
Berman & 7-9 day camping and 14 adolescent Locus of control, More internal control, 
Anton, 1988 backpacking trips inpatients; behavior increases in self-esteem, 
coed cooperation, and 
response initiation 
Baer, Jacobs, 26-day Outward Bound 60 delinquent Recidivism, attitude, Correlation between 
& Carr, 1975 adolescent personality, and effort, maturity, 
males physical ability leadership, and 
recidivism rate 
Castellano & 30-day wilderness 30 delinquent Recidivism Reduction in delinquency 
Soderstrom, challenge program adolescent for experimental group 
1992 males; 30 at I-year follow-up, 
matched but effects were not 
control Ss sustained at 2-year 
follow-up 
Davis-Berman 7-9 day camping and 23 adolescent Locus of control, Increase in self-esteem 
&Berman, backpacking trips outpatients; self-esteem, self- and self-efficacy, 
1989 coed efficacy, and behavior reduction in behavioral 
problems 
Gillett et al., 6-day wilderness 61 "normal" Self-concept, Significant changes on 
1991 experience 121h graders; environmental attitudes, 3 of 10 self-concept 
coed; and knowledge measures; increase in 
16 control environmental knowledge; 
subjects no change in attitude. 
Hazelworth & 9-day outdoor 39 "normal" Self-concept Mixed results 
Wilson, 1990 adventure camp adolescents; 
coed 
Heaps & 30-day outdoor 25 college Self-concept Short and long-term 
Thorstenson, survival course students; coed increases in self-concept 
1974 
Heaps& 29-day wilderness 46 college Anxiety, hearing Significant decreases 
Thorstenson, experience students; coed sensitivity in anxiety and increase 
1975 in hearing sensitivity 
Note. Adapted from Process of change and adaptation of adolescent wilderness therapy graduates: A qualitative 
analysis by R. Hanna, 1996. 
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Table Al (Continued) 
Summary of Empirically-based Wilderness Therapy Studies 
Author, Date Program Description Subject Info Variable(s) Studied Findings 
Hunter, 1987 28-day outdoor lO male Process of change Positive changes in group 
rehab program adolescent cohesiveness, willingness 
delinquents to do more work, less 
complaining 
Kaplan, 197 4 2-week outdoor IO "nonnal" Self-esteem and No differences in 
challenge adolescent self-confidence self-esteem or 
males; 25 sense of accomplishment; 
matched 18 month follow-up 
control revealed positive changes 
subjects in conquering fears, 
greater concern for 
others, and more realistic 
outlook of personal 
strengths and weaknesses 
Kaplan & 2-week outdoor 267 "normal" Impact of wilderness Increased sense of 
Talbot, 1983 challenge adolescents; trips purpose, rapid learning, 
coed perceived surroundings 
differently, and 
environment as less 
threatening over time 
Kelley, Coursey 9-week adventure 57 chronically Self-efficacy, Significant increases in 
& Selby, 1997 program mentally ill self-esteem, anxiety self efficacy, self-esteem; 
adults; coed; and depression, significant reductions in 
19 control trust vs paranoia, anxiety and depression; 
subjects locus of control, patients with mood 
symptoms disorders showed 
increases in trust and 
cooperation, and 
decreases in hostility 
and interpersonal 
sensitivity 
Kelly, 1974 26-day Outward Bound 60 adolescent Recidivism No statistical differences 
male delinquents; between groups; increased 
60 matched recidivism rate at 5-year 
control follow-up 
subjects 
Note. Adapted from Process of change and adaptation of adolescent wilderness therapy graduates: A qualitative 
analysis by R. Hanna, 1996. 
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Table Al (Continued) 
Summary of Empirically-based Wilderness Therapy Studies 
Author, Date Program Description Subject Info Variable(s) Studied Findings 
Kelly & Baer, Unknown length, 60 adolescent Self-concept, Lower recidivism rate 
1969 Outward Bound male recidivism, in experimental group; 
delinquents; personality positive changes in 
60 matched self-concept and social-
control attitude 
subjects 
Kennedy& Inpatient drug 91 adolescent Abstinence At I -year follow-up 
Minami, 1993 and alcohol treatment substance 47% of participants 
with 22-day abusers; coed reported abstinence 
.wilderness component compared to an 
expected outcome 
of 28% based on the 
literature for treatment 
success with adults 
Lambert et al., 30-day outdoor 65 "normal" Self-concept, positive Positive changes for 
1978 survival course college mental health experimental group 
students; coed; on self-concept, but 
39 control not for positive mental 
subjects health 
Marsh, 26-day Outward Bound 361 "normal" Self-concept, locus Significant increases 
Richards, & adolescents of control in multiple dimensions 
Barnes, 1986 and young; of self-concept; more 
adults; coed internal control; self-
concept changes sustained 
at 18-month follow-up 
Marsh& Unspecified length, 264 "normal" Masculinity/femininity Substantially enhanced 
Richards, Outward Bound adolescents masculinity and had 
1989 and adults; a small effect on 
coed femininity for both 
male and female 
participants 
Note. Adapted from Process of change and adaptation of adolescent wilderness therapy graduates: A qualitative 
analysis by R. Hanna, 1996. 
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Table Al (Continued) 
Summary of Empirically-based Wilderness Therapy Studies 
Author, Date Program Description Subject Info Variable(s) Studied Findi111gs 
Pawloski, 5-day camping and 17 adults with Symptoms, locus of Decreased symptoms; 
Holme, & hiking program chronic mental control, hospitalization mixed-results regarding 
Hafner, 1993 illness rates locus of control; 
statistically significant 
reduction in 
hospitalization rates 
following treatment; 
patients with 
schizophrenia appeared to 
benefit slightly more than 
those with bipolar disorder 
Rickard, 7-week therapeutic 32 emotionally Problem solving Subjects chose group 
Serum, & camp disturbed problem solving 
Wilson, 1971 adolescents & discussions more 
preadolescents frequently over time 
Russell, 2001 8 wilderness therapy 858 emotionally Maladaptive Statistically significant 
programs were included disturbed behaviors, reduction in the severity 
in this study; average adolescents (most emotional of behavioral problems 
length of treatment with behavioral, distress and emotional distress 
was 38 days substance and/or as pe:rceived by parents 
mood disorders) and subjects 
Talbot& 2-week wilderness trips 129 "normal" Impact of wilderness Increases in appreciation 
Kaplan, 1986 adolescents trips for wilderness, feeling 
and adults "one" with nature, 
enviironrnental 
· sensitivity 
Wall, 1993 21-day wilderness 27 emotionally Depression 56% of subjects scored 
therapy program disturbed in the depressed range 
adolescents; at pre-test, 89% scored 
coed in the normal range 
following treatment, 
and the remaining 11 % 
scor·ed in the mildly 
depressed range 
Note. Adapted from Process of change and adaptation of adolescent wilderness therapy graduates: A qualitative 
analysis by R. Hanna, 1996. 
Wilderness Therapy 66 
Table Al (Continued) 
Summary of Empirically-based Wilderness Therapy Studies 
Author, Date 
Wright, 1983 
Program Description 
26-day adapted 
Outward Bound 
Subject Info 
35 delinquent 
adolescents; 
coed; 12 
matched skills 
control 
subjects 
Variable(s) Studied 
self-esteem, self-efficacy, 
locus of control, fitness, 
and problem solving 
Findings 
significant increases 
in self-esteem, self­
efficacy, internal 
control, and fitness 
for experimental 
group 
Note. Adapted from Process of change and adaptation of adolescent wilderness therapy graduates: A qualitative 
analysis by R. Hanna, 1996. 
quasi-experimental study of at-risk youth who participated in wilderness therapy found 
significant improvements on post-test scores measuring self-esteem and teacher-rated behavior 
when compared to controls. 
In a rare longitudinal study that included 361 subjects, Marsh et al. (1986) examined the 
effects of an Outward Bound program on multiple dimensions of self-concept as measured by the 
Self Description Questionnaire ill. The dimensions included academic skills, problem solving 
· and physical abilities, interpersonal functioning, religion, honesty, and emotionality. Eight of 13 
subscales increased significantly, with the single largest effect occurring on the 
Honesty/Reliability subscale. Not surprisingly, co-ed groups experienced significantly more 
positive shifts in the Opposite Sex Relationships subscale than single-sex groups. Perhaps the 
most important finding of this study was that positive changes in multiple dimensions of self-
concept were maintained at 18-month follow-up. 
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The Effects of Wilderness Therapy on Personality 
Remarkably few studies have looked at the effects of WT on personality 
or moral development. This is somewhat surprising given that early pioneers like Baden-Powel 
and Hahn pursued wilderness-based training experiences because their observations had led them 
to believe that wilderness challenge promoted the development of character, selflessness, 
resiliency, and social responsibility (Bacon & Kimball, 1989). 
In a well-designed correlational study that looked at 264 subjects and 23 distinct groups 
of participants, Marsh and Richards ( 1989) evaluated the effects of an Outward Bound 
experience on traits of masculinity and femininity using three measures. The authors found that 
participation substantially enhanced masculinity for males and females, and had a small positive 
effect on femininity. Marsh and Richards conclude that "the Outward Bound Program apparently 
produced significant changes in well-established personality traits. Even though some words of 
caution are appropriate in the interpretation of this intervention effect, it is important because 
such demonstrations are rare in the personality literature" (p. 133). Clearly, because the study is 
correlational, no causal statements can be made, but the findings are provocative nonetheless. 
Marsh and Richards also found some evidence to suggest that while the increases in masculinity 
and femininity were similar for males regardless of whether they were in single-sex or mixed 
groups, females seemed to show greater increases when they were in single-sex groups. 
McCord (1996) made an effort to determine what types of personalities are typically 
referred to WT programs. He examined the MMPI profiles of 46 adolescent males in a 
wilderness-based residential treatment program to identify the personality-types of individuals 
generally admitted and to discuss implications for treatment. McCord found that three 
meaningful personality clusters emerged -- a "nonconformist" group, a "party animal" group, and 
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an "emotionally disturbed" (p. 51) group. The nonconformist group had elevated scores on the 
Psychopathic Deviate and Masculinity/Femininity subscales, and was described as angry, 
resentful, passive-aggressive, immature and narcissistic. According to McCord, the 
nonconformist profile suggests chronic and fairly serious family dysfunction. The referred 
adolescent is likely to be the family scapegoat, and therapy should focus on resolving deeply held 
feelings of anger and resentment toward parents. The party animal group showed mild to 
moderate elevations on the Psychopathic Deviate and Hypomania subscales, and was described 
as energetic, hedonistic, extroverted, oppositional and rule-defiant. These patients typically came 
from overly lenient and unstructured homes in which the father was absent or uninvolved. These 
teens were judged to need more "behaviorally-oriented treatment designed to help them develop 
the self-control and self-discipline necessary to live within societal limits" (p. 57). This group 
also needed to be monitored closely and to consistently face consequences when rules were 
violated. The emotionally disturbed group showed significant elevations on the Depression, 
Psychopathic Deviate, Paranoia, Schizophrenia, and Hypomania subscales. These adolescents 
were seen as having the most serious and complex problems, as being the most emotionally 
distressed, as needing more individualized treatment planning, and as being more likely to 
require medication. 
Predictors and Correlates of Success in a Wilderness Therapy Program 
Gibson (1981) used multiple regression analyses to examine whether there was a 
relationship between 13 predictor variables and success in an Outward Bound program. 
Specifically, he looked at previous camping experience, institutionalization, self-esteem, 
motivation to change, understanding of the benefits to be gained from the program, 
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whether the family was intact, parental support, age, sex, race, work experience, and 
referral problem. No consistent relationship was found for any of them. 
Robitschek (1993) evaluated both demographic and psychological predictors of 
success in an Outward Bound program. The psychological traits of hope, locus of 
control, and sex-role were significant predictors of change in participant self-perceptions 
at follow up. Age was the only demographic variable that emerged as a predictor of positive 
change in self-perception, with slightly better outcomes for those who were younger. This 
is not surprising given that character traits, functional and dysfunctional, become more 
fixed over time. 
Several non-empirically based papers have also been written. Luckner and Nadler 
(1995), drawing on constructivist theory, contend that WT programs which help individuals 
"develop new self stories based on what they learned on the outdoor-adventure experience" (p. 
181) will be more effective in helping participants transfer newly acquired insights and skills to 
their lives. Castellano and Soderstrom (1992) have suggested that an individual's performance 
during the WT program, as rated by staff, is likely to be a much better predictor of recidivism 
than mere participation. 
Summary of the Wilde.mess Therapy Outcome Research 
The majority of the outcome studies that have looked at adolescents with emotional, 
behavioral, and substance abuse problems indicate that WT is effective with a population that 
has historically been difficult to treat. Positive effects have been found for a wide variety of 
variables including self-esteem, self-efficacy, social attitudes, drug abstinence, recidivism, 
anxiety, depression, mania, obsessive-compulsive behaviors, disorganized thinking, and ego 
strength. These results are striking in that positive effects have been found for executive brain 
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functioning processes as well as a wide variety of symptoms and behaviors associated with 
psychopathology. Some of the research suggests that WT may be most effective in the affective 
and behavioral realms with clinical adolescent populations. The intensity of the program appears 
to be an important independent variable when working with delinquent adolescents, and more 
risky/challenging outdoor activities have been associated with more positive therapeutic 
outcomes. 
Positive effects have also been found for substance abuse and recidivism with adult 
offenders. In their review of correctional treatment, Lipton, Martinson, and Wilks (1975) note 
that wilderness-based interventions were one of the few treatments to show any promise with this 
population. 
Regarding the dependent variables that have been studied, positive effects have been 
found for self-esteem, self-concept, locus of control, anxiety, personal and interpersonal 
behavior, personality, and perceived personal integrity. These are significant issues for 
individuals suffering from histories of sexual victimization, substance abuse problems, psychotic 
disorders, mood disorders, anxiety disorders, and personality disorders. Patients with 
schizophrenia have also benefitted from WT as measured by significantly fewer days in the 
hospital in the year following treatment. Longer programs appear to be more likely to lead to 
sustainable therapeutic gains in most cases, and this may be particularly true when working with 
patients with mood disorders and/or character pathology. 
Limitations of the Wilderness Therapy Research 
Many of the WT-related studies do not include control groups, use measures that are 
untested or psychometrically weak, and fail to randomly assign participants or include follow-up 
data. Consequently, not much can be said about causal relationships and the findings of these 
Wilderness Therapy 71 
studies may lack generalizability. These are valid criticisms, and future studies must attempt to 
address them . . It is important to recognize, however, that WT is a unique intervention with 
inherent limitations. WT occurs in small groups, and no two groups, or WT treks, are the same. 
This means that samples are usually non-normal and researchers are often forced to use less 
powerful non-parametric statistics. Perhaps the biggest gap in the WT research, however, is the 
lack of longitudinal studies. "Only Kelly (1974) and Greenway (1990) have done longitudinal 
studies, with Greenway presenting the only behavioral changes still in effect five years later" 
(Russell, 1999, p. 33). Progress has been made, however, particularly within the past decade, and 
qualitative analyses such as Hanna's (1996) have been important in identifying previously 
unexplored dependent variables. 
In his comprehensive review, Gibson (1979) concluded that despite the methodological 
shortcomings of many of the studies that have been done, wilderness programs are a "potentially 
powerful, albeit largely unrecognized, alternative to traditional therapeutic interventions ... [and 
that] they can and do result in positive changes in the self-concepts, personalities, individual 
behaviors and social functioning of the program participants" (p. 30). 
Theories about How and Why Wilderness Therapy Works 
There is no generally accepted theory as to how or why WT works (Gibson, 1979), but 
numerous theoretical frameworks have been offered including milieu therapy, transactional 
analysis, assertiveness training, social learning theory, and anxiety resolution models (Hanna, 
1996). 
Mason (1987) contends that WT is based on seven premises: providing participants with 
immediate feedback, improving interpersonal trust, differentiating real fear from perceived fear, 
the positive use of stress, recognizing personal limits, physical and psychological empathy, and 
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equality. Witman (1989) has argued that adventure-based programs support the primary 
developmental task of adolescents -- identity formation. Gibson ( 1981) has noted that many 
individuals who are referred for WT "seem to be caught in a cycle of incompetence, moving from 
negative self-concepts to failure experiences to increasingly negative self-concepts. Wilderness 
programs, with their built-in success experiences, attempt to break this cycle" (p. 92). Gibson 
also argues that WT tends to have a large impact on participants because of its breadth as a 
treatment modality. 
Hanna (1996), using a qualitative design, conducted semi-structured interviews to analyze 
the change and adaptation processes of adolescent WT participants. He identified 38 variables 
that were related to WT programs, 28 of which had not been studied. Hanna contends that WT 
can "best be understood by dividing the program into three main components: an action 
component, a thought component, and a social component" (p. 152). The pattern that most 
clearly emerged in the analysis, regarding the effects of wilderness therapy, was that the 
experience significantly altered participants perceptions of themselves. Hanna argues that this 
change in self-concept was instrumental to the changes that occurred in other variables such as 
interpersonal skills, family closeness, life skills, sense of physical accomplishment, and 
appreciation for nature. He also notes that while WT did not facilitate identical growth processes 
in participants, it seemed to offer a wide enough variety of experiences so that virtually all 
participants improved. 
Russell and Hendee (1999) have identified four primary phases of WT: (a) a cleansing 
phase which consists of removing clients from the environments that perpetuate their addictions; 
(b) a personal responsibility phase facilitated more by natural consequences than authority 
figures; ( c) a social responsibility phase that emphasizes teaching participants how to identify 
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and share their feelings, manage anger, and process interpersonal issues through a combination of 
healthy (staff) role modeling and peer feedback; and (d) a transition and aftercare phase designed 
to prevent clients from falling back into destructive behaviors. In his dissertation, Russell (1999) 
set forth a three-dimensional theoretical model of wilderness therapy process: 
The first layer, which is termed the Environment (E), are benefits from wilderness 
working alone as healer of the subject of interest. The second layer, termed 
Environment-Active Self (EAS), consists of individual activities in wilderness 
which facilitate personal learning and growth. The third layer, termed 
Environment Inter-Active Self (EIAS), are those associated with client-to-client, 
and client-to-staff interaction, in a variety of interpersonal activities within the 
wilderness. The layering of therapeutic factors can viewed as a progression in 
which each layer does not begin where the other left off, but rather 
builds on previous therapeutic factors. In this sense, they are theorized to gain 
momentum and intensity over time. (p. 271) 
WT programs are multimodal treatments that utilize the power of the wilderness, 
structured therapeutic activity, intense physical and emotional learning experiences in a 
supportive group environment, play, healthy role modeling, and contemplative meditation to 
effect change. Not enough attention has been paid to the latter variable, particularly given the 
bombardment of stimuli people are exposed to in this media-driven "information age." Long 
ago, Thoreau (1968) recognized the wilderness as an ideal setting for getting in touch with 
oneself stating, "I went to the woods because I wished to live deliberately, to front only the 
essential facts of life and see if I could not learn what it had to teach" (p. 14). 
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Homo sapiens have spent hundreds of thousand of years living off the wilderness 
compared to a few thousand years living in agricultural societies, and just over a hundred years in 
industrial societies. From an evolutionary perspective, human beings are most at home in the 
wilderness: "Returning to it we feel ourselves reattaching to our roots, our natural state of being 
... a situation where our essential emotions, behaviors, needs, and spiritual strivings make far 
more sense than they can in our urban worlds" (Cooley, 1999, p. 18). This is particularly true for 
adolescents because developmentally they are struggling to find their identities and negotiate the 
path to adulthood, a path fraught with what are often perceived as undesirable social and cultural 
responsibilities. WT programs may also be particularly well-suited for adolescents in that they 
break down dysfunctional defenses, foster emotional resilience and adaptive behaviors, teach 
self-reliance and valuable coping skills, and promote cooperation and the genuine expression of 
emotion through healthy role modeling and supervised group activities. WT also seems to 
address the existential dilemmas of many of today's teens: 
Youth today are born into a society that is information rich but experience poor, 
where the family unit bonds are attenuated and stressed, where schooling further 
isolates students from meaningful challenges and direct participation in society, 
and where the media and television often model destructive antisocial values .... 
Juxtaposed to these social trends, Outward Bound and its derivative, wilderness 
therapy, can be seen as an educational process wherein adolescents are initiated 
into the prosocial values that form the basis of western culture. (Bacon & 
Kimball, 1989, p.122-123) 
Lastly, WT programs seem to facilitate moral and spiritual development. By forcing 
participants to draw on inner resources they did not know existed, and allowing them to 
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experience the interdependence of all things, WT helps individuals transcend their subjective 
experience of self. We should not underestimate the therapeutic power of the wilderness itself. 
From time immemorial, poets, philosophers, healers, and prophets, have turned to the wilderness 
for inspiration, moral fortitude, and divine guidance, and the Vision Quest, a tradition designed 
to "provide personal transformation and community benefits through an experience that is rooted 
in [a] transcendent relationship" (Willis, 1989, p. 261), has long been a rite of passage among 
Native Americans. Wilderness experience inevitably involves surrendering to a higher power, 
and learning to live in harmony with nature. The journey of self-discovery parallels this process 
in many ways. According to Corbett (1996): 
Psyche and nature are not separate entities ... to �ssert [their] unity is to repair a 
split which has bedevilled our culture. Unlike pre-technological societies which 
viewed the earth as sacred, in our culture an apparent gap has merged between the 
spiritual and material realms.... When we experience the numinosum in the 
wilderness, we are not "projecting" onto nature something that is actually inside 
ourselves; we are experiencing the reality of the continuity of the Self across the 
barrier of the skin. The structure of the Self, which includes both our psychology 
and physiology, is determined by the same ... spiritual dynamics as those which 
obtain in nature at large. (p. 106) 
A number of psychological and spiritual traditions contend that self-discovery is the path 
to personal transformation. If Hahn, Baden-Powell, Corbett, Thoreau, and countless others are 
right, the wilderness may well be the ideal setting for getting in touch with one's essential self. 
The process of self-discovery is inherently therapeutic in that the self, as the instrument of one's 
realized and unrealized potential, contains not only the psychic nutrients necessary for healing 
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and growth, but "the seeds of an individual's destiny" (Samuels, 1985, p. 91). Like Gibson 
(1979), this author believes that WT is a potentially powerful, and underutilized, intervention. 
While WT has proven to be effective with diverse populations suffering from a wide variety of 
problems, it may be particularly suited for bringing about positive character change in 
adolescents. Because the prognosis for treating personality disorders is generally poor, and 
becomes increasingly so as the individual matures, it is critical that we identify effective 
treatments and intervene as early as possible. Further research is needed to determine whether 
WT is effective for treating budding personality disorders. 
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Appendix B 
Catherine Freer Wilderness Therapy Expeditions Program Description 
(Adapted from the CFWTE program literature) 
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The CFWTE program is a 21-day dual-diagnosis treatment program that combines 
naturally healing wilderness settings with behavior management, a twelve-step approach to both 
drug and behavior problems, and individual and group psychotherapy drawing on behavioral, 
cognitive-behavioral, psychodynamic, and family systems theories and techniques. Therapists 
help clients understand why they have engaged in destructive behaviors, and to look realistically 
at how their behavior affects their families. "Freer believes that the solution to a family's 
problems lies not in fixing the problem child, but rather in applying a family-systems approach 
based on the belief that family dynamics must change to support the change the individual 
undergoes or the change will not be sustainable" (Russell,1999, p. 73). 
The staff to client ratio is generally 1 :2, and participants are typically grouped with three 
to six other peers. The trek therapist has an M.A., M.S.W., Psy.D, or Ph.D. degree and/or is a 
Cerified Alcohol and Drug Counselor. The wilderness guide takes primary responsibility for 
choosing routes and campsites, teaching wilderness skills, and ensuring group health and safety. 
This enables the therapist to focus on, plan, and direct therapeutic interventions. The third staff 
person is usually someone who is training to become a therapist or wilderness guide (staff 
members normally do not assume leadership positions until they have completed two to four 
treks). All staff members participate in individual and group therapy and all are included in 
regular clinical staffing and in-house training. The program also pays for staff to attend 
alcohol/drug and therapy workshops and for individual clinical supervision. The average age of 
staff members is 32, and most have been with CFWTE for several years. 
At the start of each trek, a multi-family therapy session is conducted with all participants 
and their families. All the adults with whom the adolescent is living are required to attend, 
and divorced biological parents, step-parents, and siblings are encouraged to attend. This 
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meeting lasts four to six hours, depending on the group size. The purpose of the meeting is to 
gather information about family history and dynamics, and each adolescent's problems as 
perceived by the family; to observe the adolescent's interactions with their families; and to 
give parents an opportunity to interact with both the trek staff and the clinical supervisor. 
The treks are self-contained and there is no contact with other groups or non-participants 
during the 3 weeks they are in the wilderness. The daily routine of a trek does not vary much. 
Participants wake up early. Each adolescent has his or her own shelter and fire ring at some 
distance from everyone else and leaves that area only with staff permission. Clients spend 3 or 4 
hours building a fire, cooking breakfast, boiling water for the day's hike, having an individual 
therapy session, working on the journal assignments which flow from the session, and finally 
packing up camp. The group hikes for about 3 hours in the morning, then takes a break for lunch 
and a psychoeducational group. Hiking is done silently because adolescents often use chatter to 
defensively disengage from their feelings and their problems. Being quiet allows them to get 
. more in touch with what is going on internally, and to reflect on changes they would like to make 
in their lives. The group hikes for another 3 hours or so and then camp is made. Shelters and 
fire rings are set-up and inspected by staff. There is more journal work to do, or sometimes 
additional exercise, especially for stronger participants who are not yet tired. Fires are then built, 
dinner cooked, and water boiled. The day's activities conclude with a 2 or 3 hour process group 
around the staff campfire. 
During the first 2 or 3 days, most participants work reasonably hard at learning the 
wilderness skills which will make their lives more pleasant for the next 3 weeks. They are 
superficially, if sometimes sullenly, compliant with group rules and staff direction. The kids 
participate in group and learn its rules, start doing individual therapy and writing in their 
Wilderness Therapy 80 
journals, and usually get started with the mountain of educational reading assignments. Often 
their hearts are not in it, and whatever energy may be left over after coping with outdoor living 
and self-care is often devoted to assessing the possibilities of the situation and the weaknesses 
of the staff. 
By day four, the combination of being in a completely foreign environment, physical 
exhaustion, homesickness, and anxiety about self-care, leads most of them to anger or sadness, 
and, often, to acting out. This is a difficult period for both the clients and for the staff who are 
responsible for the clients while being the target of their negative feelings. It is also the time 
when staff are able to clearly observe the kinds of feelings and behaviors that occur at home, and 
to get a feel for the personality dynamics of the participants. Behavior therapy and management 
is the primary therapeutic modality during this period. Feelings run high and staff help 
participants to productively express the anger, pain, and anxiety that they are experiencing and 
that has shaped who they are. Genograms are often done during this phase of the trek, and 
therapy focuses on identifying and expressing feelings and challenging maladapative defenses. 
By the end of the first week, most participants have accepted the situation (e.g., "I am 
going to be here for 2 more weeks and might as well make the most of it"), developed some 
degree of trust with staff, admitted their need for help, and begun to look closely at their 
problems. During the second week feelings are clarified and deepened, both individually and as 
a group, and problems are owned and potential solutions explored. Journal work and therapy 
focus on the particular problems and defenses of each adolescent; psychoeducational work 
focuses on alcohol and drug issues, abuse, depression, and family and relationship problems. 
The solo experience dominates the third week of the trek. Solo usually lasts 3 days 
and nights. During this time, each adolescent is given a small area, approximately 50 square 
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yards, within which he or she remains throughout the solo. Clients are out of sight and, short of a 
loud yell, out of earshot of the others. Staff discretely check on each participant twice daily, 
stopping to leave assignments or to pick up any urgent messages. Each teenager is truly 
on his or her own, facing the wilderness, elements, and the many tasks of self-care without the 
overt support of adults, contact with peers, or distracting stimuli. Participants are well aware of 
the challenges of solo and they begin preparing to rely solely on their own skills aTild 
resourcefulness 2 or 3 days before it begins. Cleansing sweats and initiation rituals, such as the 
preparation of papier-mache masks representing the old and new self, are undertaken. Wilderness 
skills are anxiously sharpened, therapeutic work becomes increasingly focused, and each teen 
begins to call on inner resources that he or she has never before had, or been able, to call on. 
Each client spends his or her solo working on a series of journal assignments, base:d on hours of 
personal reflection, about who he or she is, who he or she wants to become, and what he or she 
needs to do to get there. At the end of solo these journal assignments are then read to a counselor 
and discussed before the teen is allowed to rejoin the group. It is here that plans for better 
management of one's life usually take concrete shape, personal vows to change are internalized, 
and, for some participants, spiritual guidance from a "higher power" is finally sought and 
accepted. 
The final 2 or 3 days on trek focus on detailed planning for changes after the 
return home. Cognitive therapy focuses on realistic appraisal and taking responsibility for 
one's actions, role-playing exercises help students prepare for difficult situations they 
are likely to encounter, and individual and group therapy focus on emotionally preparing 
participants for the inevitable painful challenges and failures that will occur. For most clients, 
the first major challenge is the sharing that takes place with parents on the last day of the 
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program. During the trek-ending family meeting each participant admits homesickness, shares 
feelings of love and concern, reveals long-held painful, shameful, or frightening secrets, 
acknowledges past mistakes, asks for help, structure and discipline, and sometimes, family 
change. The family meeting usually ends in agreement on detailed follow-up care plans for 
the adolescents and their families. 
Appendix C 
Raw Data 
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Column# Variable Variable Code 
Columnl: Subject Identification Number Sub ID 
Column 2: Age Age 
Column 3: Gender Gender 
Column 4: Pre-test Mature Defense Score Dl/M 
Column 5: Post-test Mature Defense Score D2/M 
Column 6: Pre-test Neurotic Defense Score Dl/N 
Column 7: Post-test Neurotic Defense Score D2/N 
Column 8: Pre-test Immature Defense Score Dl/l 
Column 9: Post-test Immature Defense Score D2/I 
Column 10: Pre-test Defense Style Dl/DS 
Colun:iil 11: Post-test Defense Style D2/DS 
Column 12: Pre-test YOQ score Yl 
Column 13: Post-test YOQ score Y2 
Column 14: Pre-test Millon lntroversive/Schizoid Ml/ l 
Personality Pattern (PP) Score 
Column 15: Post-test Millon Introversive/Schizoid M2/1 
PP Score 
Column 16: Pre-test Millon A voidant PP Score Ml/2A 
Column 17: Post-test Millon Avoidant PP Score M2/2A 
Column 18: Pre-test Millon Doleful/Depressive Ml/2B 
PP Score 
Column 19: Post-test Millon Doleful/Depressive M2/2B 
PP Score 
Column 20: Pre-test Millon Submissive/Dependent Ml/3 
PP Score 
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Column# Variable Variable Code 
Column 21: Post-test Millon Submissive/Dependent M2/3 
PP Score 
Column 22: Pre-test Millon Dramatizing/Histrionic Ml/4 
PP Score 
Column 23: Post-test Millon Dramatizing/Histrionic M2/4 
PP Score 
Column 24: Pre-test Millon Egotistic/Narcissistic Ml/5 
PP Score 
Column 25: Post-test Millon Egotistic/Narcissistic M2/5 
PP Score 
Column 26: Pre-test Millon Unruly/Antisocial Ml/6A 
PP Score 
Column 27: Post-test Millon Unruly/Antisocial M2/6A 
PP Score 
Column 28: Pre-test Millon Forceful/Sadistic Ml/6B 
PP Score 
Column 29: Post-test Millon Forceful/Sadistic M2/6B 
PP Score 
Column 30: Pre-test Millon Conforming/Compulsive Ml/7 
PP Score 
Column 31: Post-test Millon Conforming/Compulsive M2/7 
PP Score 
Column 32: Pre-test Millon Oppositional PP Score Ml/8A 
Column 33: Post-test Millon Oppositional M2/8A 
PP Score 
Column 34: Pre-test Millon Self-Demeaning/ Ml/8B 
Masochistic PP Score 
Column 35: Post-test Millon Self-Demeaning/ M2/8B 
Masochistic PP Score 
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Column# Variable Variable Code 
Column 36: Pre-test Millon Borderline PP Score Ml/9 
Column 37: Post-test Millon Borderline PP Score M2/9 
Column 38: Pre-test Millon Identity Diffusion Ml/A 
Expressed Concerns (EC) Score 
Column 39: Post-test Millon Identity Diffusion M2/A 
EC Score 
Column40: Pre-test Millon Self-Devaluation Ml/B 
EC Score 
Column41: Post-test Millon Self-Devaluation M2/B 
EC Score 
Column42 : Pre-test Millon Body Disapproval Ml/C 
EC Score 
Column43: Post-test Millon Body Disapproval M2/C 
EC Score 
Column44: Pre-test Millon Sexual Discomfort Ml/D 
EC Score 
Column 45: Post-test Millon Sexual Discomfort M2/D 
EC Score 
Coluinn 46: Pre-test Millon Peer Insecurity Ml/E 
EC Score 
Column47: Post-test Millon Peer Insecurity M2/E 
EC Score 
Column48: Pre-test Millon Social Insensitivity Ml/F 
EC Score 
Column49: Post-test Millon So�ial Insensitivity M2/F 
EC Score 
Column 50: Pre-test Millon Family Discord Ml/G 
EC Score 
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Column# Variable Variable Code 
Column 51: Post-test Millon Family Discord M2/G 
EC Score 
Column 52: Pre-test Millon Childhood Abuse M l/H 
EC Score 
Column 53: Post-test Millon Childhood Abuse M2/H 
EC Score 
Column 54: Pre-test Millon Eating Dysfunctions M l/AA 
Clinical Syndrome (CS) Score 
Column 55: Post-test Millon Eating Dysfunctions M2/AA 
CS Score 
Column 56: Pre-test Millon Substance Abuse M l/BB 
Proneness CS Score 
Column 57: Post-test Millon Substance Abuse M2/BB 
Proneness CS Score 
Column 58: Pre-test Millon Delinquent M l/CC 
Predisposition CS Score 
Column 59: Post-test Millon Delinquent M2/CC 
Predisposition CS Score 
Column 60: Pre-test Millon Impulsive M l/DD 
Propensity CS Score 
Column 61: Post-test Millon Impulsive M2/DD 
Propensity CS Score 
Column 62: Pre-test Millon Anxious Feelings M l/EE 
CS Score 
Column 63: Post-test Millon Anxious Feelings M2/EE 
CS Score 
Column 64: Pre-test Millon Depressive Affect Ml/FF 
CS Score 
Column 65: Post-test Millon Depressive Affect M2/FF 
CS Score 
Column # Variable 
Column 66: Pre-test Millon Suicidal Tendency 
CS Score 
Column 67: Post-test Millon Suicidal Tendency 
CS Score 
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Variable Code 
Ml/GG 
M2/GG 
1 14 
2 14 
3 15 
4 16 
5 16 
6 14 
7 15 
8 14 
9 13 
10 18 
11 17 
12 14 
13 17 
14 14 
15 17 
16 18 
17 16 
18 15 
19 17 
20 14 
21 
22 17 
23 15 
24 17 
25 16 
26 17 
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Male 5.250 6.000 8.000 7.625 5.790 4.660 Neurotic 
Cll 
D2/DS 
Neurotic 
Female 4.375 3.500 4.750 4.875 3.960 4.080 Neurotic Neurotic 
Female 4.875 6.250 2.625 2.500 3.625 4.667 Mature Mature 
Female 4.500 4.625 5.875 5.625 3.458 2.708 Neurotic Neurotic 
Female 5.500 5.250 5.375 5.500 4.833 3.166 Mature Neurotic 
Male 5.000 5.125 3.375 5.375 2.792 2.792 Mature Neurotic 
Female 5.750 3.875 6.000 4.250 2.583 3.708 Neurotic Neurotic 
Male 7.875 5.625 3.750 4.250 5.290 3.875 Mature Mature 
Female 6.125 4.174 4.875 5.714 4.545 4.050 Mature Neurotic 
Male 4.125 6.250 3.500 5.250' 3.125 4.166 Mature Mature 
Female 5.625 4.714 5.875 5.375 4.416 2.416 Neurotic Neurotic 
Male 8.000 6.375 5.750 5.875 6.580 5.083 Mature Mature 
Female 7.000 6.500 6.500 5.500 4.750 3.750 Mature Mature 
Male 5.000 5.500 4.875 5.125 5.000 3.750 Immature Mature 
Male 5.500 6.250 3.250 3.500 3.250 3.041 Mature Mature 
Male 5.875 5.875 4.000 4.375 4.916 5.250 Mature Mature 
Male 6.875 5.875 5.500 4.750 4.500 4.541 Mature Mature 
Female 5.250 6.250 4.500 4.375 4.916 3.708 Mature Mature 
Male 
Male 5.750 4.125 5.000 5.750 5.080 4.540 Mature Neurotic 
Male 
Female 7.000 5.875 4.375 3.875 5.000 3.000 Mature Mature 
Male 5.500 5.750 2.125 5.125 4.958 3.875 Mature Mature 
Male 5.250 4.500 3;500 4.375 4.417 4.500 Mature Mature 
Male 6.375 6.125 5.875 5.625 4.391 3.958 Mature Mature 
Male 5.375 4.625 5.125 4.125 3.292 2.792 Mature Mature 
Col-1 C2 
27 17 
28 17 
29 16 
30 14 
31 13 
32 17 
33 15 
34 14 
35 16 
36 14 
37 15 
38 14 
39 15 
40 17 
41 17 
42 14 
43 17 
44 16 
45 16 
46 .13 
47 17 
48 14 
49 15 
50 14 
51 14 
52 15 
53 16 
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Cll 
D2/DS 
Male 5.375 6.125 4.375 5.625 5.580 5.083 Immature Mature 
Male 5.500 5.625 3.875 6.000 4.458 5.625 Mature Neurotic 
Male 4.750 4.250 5.125 4.750 4.458 4.333 Neurotic Neurotic 
Female 6.000 5.875 5.625 5.625 4.375 5.615 Mature Mature 
Female 3.250 7.000 2.750 4.000 4.792 2.538 Immature Mature 
Female 6.200 6.333 4.833 6.000 4.538 4.231 Mature Mature 
Female 3.625 6.750 4.667 4.875 3.615 2.958 Neurotic Mature 
Male 5.750 4.875 2.750 4.250 3.042 3.833 Mature Mature 
Female 4.500 5.500 2.500 4.500 2.167 3.125 Mature Mature 
Male 5.500 5.166 5.125 5.666 4.125 4.462 Mature Neurotic 
Female 5.125 6.250 5.625 4.500 3.833 2.750 Neurotic Mature 
Female 4.750 6.125 4.500 7.000 5.792 6.125 Immature Mature 
Male 4.375 5.375 5.375 4.375 5.083 4.000 Neurotic Mature 
Female - 5.125 6.000 3.916 Neurotic 
Male 5.375 6.750 2.750 4.000 2.667 2.503 Mature Mature 
Female 4.000 4.500 5.000 4.000 4.458 4.458 Immature Mature 
Male 5.875 5.250 3.875 5.500 5.416 3.833 Mature Neurotic 
Female 4.000 4.750 2.875 3.250 3.875 2.500 Mature Mature 
Male 4.250 6.875 1.000 2.571 4.458 2.958 Immature Mature 
Male 5.375 5.750 3.000 3.125 4.416 4.208 Mature Mature 
Female 5.000 5.000 4.500 5.375 4.916 5.500 Immature Neurotic 
Female 4.250 6.125 2.250 4.750 4.958 5.208 Immature Mature 
Female 6.875 6.000 6.375 5.500 5.333 4.385 Mature Mature 
Male 4.250 4.000 2.750 3.333 3.667 3.292 Mature Mature 
Male 4.500 5.000 3.750 3.750 3.875 2.667 Mature Mature 
Male 6.625 5.000 1.375 2.000 3.958 2.333 Mature Mature 
Male 6.625 6.125 5.125 4.250 4.542 4.000 Mature Mature 
54 15 
55 14 
56 14 
57 15 
58 14 
59 14 
60 17 
61 15 
62 15 
63 17 
64 16 
65 17 
66 17 
67 14 
68 16 
69 16 
70 15 
71 17 
72 16 
73 16 
74 15 
75 16 
76 16 
77 15 
78 15 
79 17 
80 17 
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Female 3.375 4.833 4.125 4.000 3.333 3.923 Neurotic Mature 
Female 4.250 4.166 5.125 5.000 4.500 3.538 Neurotic Neurotic 
Male 3.125 - 1.250 - 3.500 - Immature -
Male 
Male 5.625 -
Male 4.875 -
4.375 -
4.750 -
5.583 - Mature 
3.125 - Mature 
Male 5.125 5.125 3.625 4.375 4.083 3.416 Mature Mature 
Male 6.125 6.750 6.750 6.500 5.208 5.500 Neurotic Mature 
Male 7.125 5.125 5.125 5.000 3.083 1.583 Mature Mature 
Male 5.750 6.250 1.750 2.500 4.000 4.250 Mature Mature 
Male 5.875 5.500 2.375 5.000 3.958 4.667 Mature Mature 
Male 7.833 7.000 4.875 4.625 5.042 4.208 Mature Mature 
Male 5.875 5.875 3.625 3.875 4.125 4.625 Mature Mature 
Female 2.845 3.500 2.750 2.875 3.000 3.750 Immature Immature 
Female 6.000 8.250 7.125 8.000 5.208 6.792 Neurotic Mature 
Male 4.000 5.875 2.250 2.375 2.125 1.792 Mature Mature 
Male 5.625 5.125 4.250 5.625 3.500 3.833 Mature Neurotic 
Male 6.375 5.875 6.000 5.500 3.875 2.833 Mature Mature 
Male 4.500 4.375 5.875 4.875 5.333 5.000 Neurotic Immature 
Male 5.625 - 6.125 - 3.727 - Neurotic 
Male 4.500 5.625 4.625 4.625 5.250 5.000 Immature Mature 
Male 4.625 4.375 5.000 4.500 4.583 3.916 Neurotic Neurotic 
Male 4.625 4.625 4.375 4.250 4.667 2.000 Immature Mature 
Female 5.500 6.250 2.500 3.125 4.542 4.292 Mature Mature 
Male 6.250 6.125 6.370 6.500 4.916 3.916 Neurotic Neurotic 
Female 6.750 7.875 6.500 6.875 4.375 4.042 Mature Mature 
Female 4.125 3.000 2.625 2.875 2.792 3.304 Mature Immature 
81 14 
82 17 
83 17 
84 14 
85 15 
86 15 
87 13 
88 14 
89 17 
90 18 
91 15 
92 17 
93 14 
94 18 
95 15 
96 15 
97 15 
98 13 
99 14 
100 13 
101 15 
102 
103 14 
104 16 
105 14 
106 14 
107 14 
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Male 6.125 4.125 3.875 3.250 4.416 4.000 Mature Mature 
Male 3.875 5.250 4.375 5.125 3.833 4.042 Neurotic Mature 
Male 4.000 5.625 3.625 3.875 4.916 5.542 Immature Mature 
Female 3.375 3.125 5.286 4.250 4.542 3.167 Neurotic Neurotic 
Male 4.500 4.125 5.000 3.625 5.000 4.542 Immature Neurotic 
Male 6.125 4.375 4.625 6.250 4.583 5.625 Mature Neurotic 
Female 4.625 4.375 8.000 5.375 7.458 6.292 Neurotic Immature 
Male 4.500 5.500 5.333 4.750 5.764 4.125 Immature Mature 
Male 5.125 5.000 6. 750 6.375 4. 739 4.125 Neurotic Neurotic 
Female 4.125 4.750 3.000 3.875 3.875 4.166 Mature Mature 
Female 4.125 5.625 4.500 6.125 4.250 5.500 Neurotic Neurotic 
Male 6.500 6.250 4.375 5.625 3.125 3.333 Mature Mature 
Male 3.875 3. 750 3.500 3.500 3.833 4.250 Mature Immature 
Male 6.750 6.875 2.500 3.625 4.208 5.667 Mature Mature 
Male 4.167 3.875 3.667 2.750 2.616 2.583 Mature Mature 
Male 5.625 5.375 4.625 3.500 4.125 3.708 Mature Mature 
Female 2.000 3.375 3.250 4.000 3.125 3.625 Neurotic Neurotic 
Male 3.750 4.625 4.250 3.125 4.500 4.416 Immature Mature 
Male 5.750 - 5.750 - 5.958 - Immature 
Female 4.375 4.250 5.000 4.875 4.125 4.417 Neurotic Neurotic 
Male 6.250 4.000 2.875 2.500 5. 792 3.417 Mature Mature 
Male 3.625 5.750 4.000 4.375 2.250 4.000 Neurotic Mature 
Male 4.750 4.000 5.063 4.125 4.646 3.813 Neurotic Neurotic 
Female 4.750 5.625 4.250 5.375 4.042 3.916 Mature Mature 
Female 3. 750 4.250 4.625 6.500 5.292 2.542 Immature Neurotic 
Female 4.500 3.375 3.625 5.375 4.125 3.625 Mature Neurotic 
Female 4.875 5.625 4.500 5.875 5.250 5.542 Immature Neurotic 
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Cl C2 C3 C4 C5 C6 C7 C8 C9 ClO Ctl 
Sub ID Age Gender Dl/M D2/M Dl/N D2/N Dl/I D2/I DIIQS D2/DS 
108 18 Male 5.625 6.813 4.875 5.375 4.500 2.896 Mature Mature 
109 14 Female 4.875 4.875 3.750 4.000 5.583 4.375 Immature Mature 
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Sub C12 C13 C14 Cl5 C16 C17 C18 C19 C20 C21 C22 C23 
!!. YI Y2 Ml/I M2/1 Ml/2A M2/2A Ml/2B M2/2B Ml/3 M2/3 Ml/4 M2/4 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
1 5  
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
75 72 
120 
123 
78 28 
84 72 
133 
1 09 43 
109 34 
120 68 
105 17 
165 70 
32 
65 
1 1 9  . 41 
73 
74 
106. 23 
151 98 
102 49 
103 
114 
60 
119 
99 
97 29 
90 
49 
49 
15 
54 
62 
30 
39 
50 
33 
50 
49 
33 
31 
43 
50 
55 
57 
36 
69 
43 
57 
97 
47 
74 
14 
67 
58 
35 
67 
8 
33 
41 
41 
39 
47 
40 
27 
54 
31 
47 
24 
57 
50 
31 
31 
76 
27 
50 
94 
73 
47 
40 
50 
84 82 
60 60 
35 44 
31 26 
83 41 
61. 45 
26 38 
1 20 
35 38 
43 54 
45 36 
38 63 
32 16 
36 28 
61 30 
56 89 
58 74 
50 70 
28 27 
72 92 
29 33 
44 61 
62 93 
66 85 
64 40 
37 29 
79 56 
86 71 61 92 10 47 
74 72 50 70 66 69 
17 4 51 71 69 69 
69 20 55 63 75 82 
88 21 67 66 53 76 
82 17 24 90 49 94 
43 67 50 71 73 76 
20 48 34 50 87 81 
39 65 51 53 71 69 
24 20 81 70 94 73 
84 32 58 75 63 87 
71 90 71 50 48 57 
18 52 46 82 82 
18 65 61 59 92 
28 22 53 63 67 85 
89 59 44 56 57 
63 75 41 68 48 56 
62 32 18 51 59 71 
21 44 38 44 57 59 
69 81 71 80 53 18 
23 72 35 34 58 57 
69 33 31 68 54 61 
85 82 23 40 21 23 
29 75 63 63 57 56 
90 30 54 77 48 59 
44 26 53 74 88 106 
83 74 38 63 49 57 
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Sub Cl3 C14 C15 C16 Cl7 Cl8 CI9 C20 C21 C22 C23 C24 
!!. 
Yl Y2 Ml/1 M2/1 Ml/2A M2/2A Ml/2B M2/2B Ml/3 M2/3 Ml/4 M2/4 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
96 114 41 
88 
91 32 
134 2 
69 10 
80 
125 
50 79 
100 
99 
31 
80 
65 
75 
71 29 
69 84 
107 69 
49 5 
69 
20 
21 
53 
32 
33 
39 
50 
28 
24 
33 
28 
46 
20 
66 
12 
24 
98 
58 
38 
37 
49 
39 
15 
21 
75 
64 
30 18 46 
55 39 81 
47 22 70 
50 48 58 
30 31 34 
26 44 34 
56 15 33 
50 43 70 
34 15 29 
21 26 13 
63 36 66 
21 52 33 
32 60 31 
41 26 55 
37 63 35 
41 53 74 
31 3 26 
55 59 67 
21 25 25 
26 68 74 
35 26 27 
21 26 11 
55 25 25 
14 21 15 
21 20 20 
37 59 56 
31 67 38 
57 85 33 12 57 49 
27 52 63 67 85 45 
39 74 44 53 76 71 
79 39 24 75 33 76 
47 21 38 69 66 87 
74 9 53 60 71 90 
49 48 39 66 58 57 
25 71 68 75 86 69 
1 10 47 48 74 68 
39 32 51 50 84 90 
41 85 40 49 69 63 
48 70 48 48 49 72 
59 34 63 52 63 75 
9 10 51 72 67 63 
71 32 25 43 58 71 
74 75 54 52 73 59 
32 32 27 71 80 71 
82 34 7 63 24 52 
23 37 39 39 66 72 
67 43 42 52 27 61 
55 28 45 41 83 78 
72 28 53 50 81 79 
39 49 30 30 51 53 
17 9 51 31 73 85 
16 1 36 39 87 86 
78 20 49 71 49 59 
87 31 37 38 64 43 
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Sub CI3 C14 C15 Cl6 Cl7 CI8 C19 C20 C21 C22 C23 C24 . 
it YI Y2 Ml/I M2/l Ml/2A M2/2A Ml/2B M2/2B Ml/3 M2/3 Ml/4 M2/4 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 
66 
67 
68 
69 
70 
71 
72 
73 
74 
75 
76 
77 
78 
79 
80 
92 
61 
115 90 
74 
92 49. 
137 
126 
90 
95 
76 21 
84 40 
93 
114 
62 
80 
96 
108 86 
94 48 
58 
112 67 
81 
113 38 
94 
105 
47 
52 
72 
52 
28 
47 
22 
51 
37 
22 
69 
41 
47 
41 
35 
17 
47 
37 
74 
73 
39 
69 
33 
18 
51 
29 
40 43 41 
39 51 20 
70 71 71 
55 40 52 
29 25 17 
79 56 85 
68 25 51 
44 49 43 
46 43 63 
41 27 38 
33 83 45 
31 32 40 
43 38 58 
39 39 29 
28 41 38 
27 22 29 
49 53 73 
29 56 53 
60 81 85 
74 86 88 
12 34 28 
33 52 39 
22 42 47 
39 27 36 
41 32 63 
20 34 11 
25 
64 
56 
38 
23 
57 
37 
73 
79 
37 
70 
56 
74 
77 
43 
8 
63 
20 
81 
75 
48 
33 
72 
52 
85 
30 
46 92 
16 42 
62 39 
71 51 
31 66 
80 44 
88 47 
24 49 
89 44 
29 56 
32 63 
57 41 
32 52 
73 51 
40 86 
48 43 
56 44 
15 44 
85 71 
70 52 
30 54 
22 33 
102 29 
49 52 
28 44 
8 58 
66 89 72 
48 44 74 
50 31 67 
56 50 51 
59 72 82 
67 48 43 
25 85 48 
77 66 89 
42 59 58 
70 97 92 
45 37 58 
43 57 59 
51 69 71 
50 61 73 
83 80 93 
39 93 86 
62 49 58 
68 57 54 
85 42 42 
71 24 27 
43 49 73 
84 36 94 
25 74 63 
62 73 72 
68 50 73 
45 87 93 
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Sub C13 C14 C15 C16 C17 Cl8 C19 C20 C21 C22 C23 C24 
"f!. 
Yl Y2 Ml/I M2/l Ml/2A M2/2A Ml/2B M2/2B Ml/3 M2/3 Ml/4 M2/4 
81 
82 
83 
84 
85 
86 
87 
88 
89 
90 
91 
92 
93 
94 
95 
96 
97 
98 
. 99 
107 
73 52 
113 44 
130 
110 92 
120 39 
33 6 
71 
106 
105 
76 
136 
81 
113 
55 
19 
21 
35 
53 
78 
64 
27 
21 
75 
67 
26 
56 
32 
28 
58 
69 
60 
43 
100 90 96 31 
101 98 87 97 
102 112 89 8 
103 92 45 51 
104 96 41 35 
105 102 87 61 
106 145 113 61 
57 34 
35 29 
12 18 
43 34 
68 58 
51 75 
101 57 
21 18 
10 28 
57 82 
68 60 
34 26 
77 69 
27 3 
22 9 
57 39 
73 74 
36 64 
53 33 
49 5 
78 94 
16 18 
34 25 
47 43 
31 55 
37 51 
39 
46 
27 
25 
79 
66 
62 
15 
12 
66 
62 
25 
85 
3 
12 
18 
71 
63 
33 
26 
92 
25 
33 
36 
35 
59 
75 65 47 
26 11 38 
57 20 33 
73 77 52 
66 73 54 
68 74 42 
91 87 44 
1 16 50 
44 52 51 
65 66 73 
75 58 44 
15 17 57 
33 65 49 
30 34 26 
30 23 39 
65 71 50 
71 72 43 
81 84 38 
23 33 36 
28 72 27 
66 74 40 
20 50 53 
37 49 48 
33 39 66 
70 32 62 
71 71 37 
50 
57 
37 
53 
43 
62 
38 
50 
44 
64 
65 
60 
48 
37 
47 
48 
63 
46 
50 
42 
28 
33 
36 
63 
61 
70 
56 55 
74 65 
81 74 
73 71 
49 41 
22 50 
45 33 
78 75 
59 73 
43 48 
69 41 
95 111 
48 28 
96 96 
66 58 
55 74 
52 46 
18 46 
47 56 
82 70 
15 14 
115 94 
72 66 
66 69 
58 72 
62 69 
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Sub CI3 CI4 CI5 Cl6 Cl7 Cl8 Cl9 C20 C21 C22 C23 C24 
tt YI Y2 Ml/1 M2/1 Ml/2A M2/2A Ml/2B M2/2B Ml/3 M2/3 Ml/4 M2/4 
107 114 34 44 9 38 19 73 55 14 51 69 79 
108 132 19 50 32 40 46 52 30 51 51 56 56 
109 106 54 74 73 90 92 90 93 72 64 46 22 
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Sub C24 C25 C26 C27 C28 C29 C30 C3 l C32 C33 C34 C35 
ID# Ml/5 M2/5 Ml/6A M2/6A Ml/6B M2/6B Mln M2n Ml/8A M2/8A Ml/8B M2/8B 
1 7 
2 40 
3 49 
4 72 
5 35 
6 30 
7 49 
8 73 
9 59 
1 0  95 
1 1  50 
1 2  30 
1 3  73 
1 4  47 
1 5  59 
1 6  45 
1 7  54 
1 8, 39 
1 9  53 
20 39 
21 56 
22 29 
23 26 
24 67 
25 45 
26 65 
27 
42 
74 
58 
66 
72 
52 
68 
46 
71 
71 
38 
80 
69 
64 
55 
51 
44 
67 
1 4  
57 
36 
23 
55 
44 
72 
50 49 
85 63 
44 62 
73 56 
57 48 
99 52 
80 64 
1 1 5  98 
74 61 
60 63 
56 51 
90 86 
71 68 
57 79 
64 80 
58 68 
74 68 
84 64 
69 58 
50 34 
1 06 98 
99 56 
92 73 
59 48 
73 68 
69 49 
33 47 
60 24 
1 8  16  
50 37 
31 21 
70 26 
43 24 
75 47 
37 1 8  
35 39 
37 29 
72 69 
37 37 
21 26 
22 39 
27 27 
73 42 
96 75 
36 73 
29 13 
89 87 
52 27 
82 58 
11 17 
1 7  22 
24 25 
21 48 84 62 86 79 
32 53 77 72 73 74 
56 56 30 1 8  38 38 
44 72 65 22 74 34 
54 66 77 27 83 1 5  
20 76 92 24 67 1 7  
52 59 76 71 45 76 
33 37 75 71 23 49 
52 53 53 53 31 74 
87 77 37 45 24 28 
52 86 80 36 64 26 
18 34 90 75 91 77 
61 63 46 46 34 57 
63 68 25 28 28 1 7  
63 70 35 33 29 24 
44 44 60 64 70 71 
44 45 74 69 69 57 
21 51 98 72 69 74 
57 57 50 31 34 57 
56 40 55 68 72 92 
43 36 82 82 48 71 
13 59 94 51 72 69 
20 1 6  85 84 65 64 
57 65 64 64 39 71 
48 57 74 49 71 57 
65 82 41 32 43 1 2  
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Sub C24 C25 C26 C27 C2S C29 C30 C3 l C32 C33 C34 C35 
ID# Ml/5 M2/5 Ml/6A M2/6A Ml/6B M2/6B Ml/7 M2/7 Ml/SA M2/SA Ml/SB M2/SB 
27 46 
28 45 
29 67 
30 71 
31 13 
32 57 
33 46 
34 43 
35 63 
36 62 
37 83 
38 49 
39 43 
40 63 
41 61 
42 34 
43 53 
44 . 85 
45 25 
46 56 
47 23 
48 77 
49 58 
50 52 
51 57 
52 72 
51 
29 
44 
49 
46 
85 
85 
39 
40 
65 
95 
20 
52 
75 
62 
51 
53 
37 
36 
68 
41 
77 
71 
52 
68 
68 
79 81 35 
93 86 86 
68 42 34 
78 63 60 
94 61 80 
68 49 30 
77 71 43 
87 50 70 
49 42 33 
98 90 56 
64 74 14 
106 78 89 
73 68 47 
49 56 37 
76 45 52 
86 110 72 
73 83 32 
108 74 73 
82 44 84 
106 106 47 
74 72 89 
108 80 61 
76 72 60 
87 99 72 
79 115 48 
87 86 89 
32 
89 
35 
61 
18 
30 
32 
21 
24 
61 
37 
71 
50 
22 
41 
60 
49 
60 
32 
56 
50 
47 
47 
81 
79 
85 
28 
31 
70 
51 
2 
42 
75 
46 
76 
38 
58 
27 
47 
59 
65 
23 
57 
32 
1 
36 
24 
36 
45 
37 
55 
49 
44 
24 
57 
53 
58 
76 
53 
54 
59 
47 
49 
28 
48 
59 
80 
45 
56 
56 
57 
37 
42 
57 
52 
28 
37 
48 
77 77 
78 87 
38 60 
53 71 
88 43 
65 36 
32 72 
79 60 
30 24 
34 38 
24 30 
99 73 
37 66 
66 51 
57 30 
100 72 
69 53 
74 30 
93 60 
72 67 
69. 66 
73 43 
75 53 
77 83 
35 67 
55 51 
84 72 
71 80 
24 56 
45 77 
79 73 
34 16 
11 74 
48 76 
40 74 
23 18 
37 13 
62 76 
67 72 
64 47 
11 24 
71 50 
57 69 
31 41 
76 43 
81 43 
72 84 
73 71 
75 31 
21 43 
25 24 
16 1 
53 33 49 
54 38 58 
55 59 37 
56 38 62 
57 47 44 
58 44 33 
59 62 80 
60 38 35 
61 68 39 
62 39 79 
63 45 50 
64 73 78 
65 39 63 
66 51 54 
67 40 37 
68 49 70 
69 77 74 
70 80 69 
71 51 43 
72 49 51 
73 16 
74 29 32 
75 48 54 
76 40 82 
77 56 43 
78 55 56 
79 45 63 
73 54 47 
104 76 57 
73 64 18 
82 98 74 
69 64 88 
51 64 14 
36 58 47 
69 49 27 
90 81 70 
86 65 21 
60 87 35 
60 56 32 
70 52 58 
74 69 32 
78 76 60 
105 113 62 
54 58 24 
93 90 54 
83 82 49 
73 58 27 
69 56 32 
46 49 67 
87 95 29 
87 63 77 
80 98 76 
85 57 59 
81 56 67 
17 
60 
12 
71 
61 
16 
27 
48 
61 
39 
48 
36 
37 
32 
60 
65 
28 
71 
43 
32 
22 
56 
51 
29 
72 
21 
22 
37 58 
26 52 
79 55 
31 46 
27 44 
56 53 
55 62 
44 31 
54 29 
37 83 
55 34 
77 76 
42 50 
39 44 
36 52 
20 33 
101 78 
50 37 
39 49 
48 57 
47 56 
49 48 
48 55 
43 99 
29 21 
48 55 
27 66 
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74 26 74 40 
63 43 63 41 
35 42 32 67 
95 66 59 48 
73 79 59 73 
63 55 31 75 
51 59 23 28 
64 79 56 69 
51 77 23 64 
74 31 67 31 
77 73 82 87 
33 28 24 32 
77 34 66 27 
53 32 43 25 
74 53 76 74 
75 71 77 72 
34 41 35 35 
58 74 23 73 
75 76 86 87 
53 32 25 25 
71 64 74 84 
56 62 71 66 
72 69 8 56 
85 26 82 28 
80 94 75 71 
74 51 40 48 
84 28 71 62 
80 86 
81 56 
82 62 
83 61 
84 49 
85 39 
86 38 
87 22 
88 68 
89 51 
90 21 
91 49 
92 69 
93 40 
94 85 
95 52 
96 48 
97 29 
98 18 
99 33 
100 77 
101 19 
102 75 
103 48 
104 55 
84 70 75 
56 88 86 
67 70 65 
74 77 59 
44 74 76 
42 86 67 
27 83 74 
17 52 48 
68 . 90 86 
55 69 77 
33 35 52 
18 76 70 
77 88 84 
33 64 73 
74 113 93 
40 92 90 
62 55 87 
20 41 74 
30 90 95 
48 64 73 
58 108 85 
14 81 70 
73 73 87 
50 99 90 
37 50 64 
43 
47 
36 
59 
47 
77 
74 
38 
50 
51 
15 
60 
36 
47 
95 
56 
50 
72 
76 
62 
76 
65 
49 
72 
23 
54 
44 
28 
42 
73 
83 
47 
63 
56 
51 
30 
54 
36 
77 
77 
50 
56 
60 
72 
19 
80 
69 
93 
79 
47 
65 
38 
51 
44 
47 
36 
26 
42 
48 
57 
51 
51 
71 
38 
39 
34 
54 
31 
18 
37 
51 
24 
56 
34 
56 
65 
43 
64 
56 
44 
27 
43 
31 
54 
57 
44 
38 
73 
38 
44 
38 
43 
50 
25 
48 
44 
28 
34 
33 
53 
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53 46 15 8 
67 60 23 24 
54 27 22 24 
64 53 36 33 
75 76 74 75 
74 73 68 68 
83 74 71 67 
74 63 65 60 
52 29 31 43 
57 53 79 33 
51 65 61 58 
77 70 74 67 
35 37 21 17 
62 74 48 71 
76 64 25 18 
74 55 42 43 
51 67 48 48 
77 72 73 76 
91 95. 53 68 
62 51 43 26 
71 71 38 73 
91 80 60 72 
49 78 33 55 
74 75 72 42 
46 72 37 71 
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Sub C24 C25 C26 C27 C28 C29 C30 C31 C32 C33 C34 C35 
ID# Ml/5 M2/5 Ml/6A M2/6A Ml/6B M2/6B Min M2n Ml/SA M2/8A M118B M2/8B 
105 29 49 73 30 65 43 25 59 74 24 132 37 
106 30 31 90 74 66 47 24 56 78 74 93 83 
107 65 59 79 97 75 61 25 57 103 53 69 72 
108 45 52 73 73 32 27 36 47 57 49 :36 33 
109 17 13 56 49 18 7 53 45 71 68 79 66 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
72 
3 
22 
56 
47 
88 
11 
58 
30 
26 
87 
79 
26 
37 
35 
71 
69 
62 
42 
87 
47 
93 
83 
20 
34 
24 
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64 93 45 108 87 102 93 52 76 97 58 
58 50 45 53 40 41 17 41 59 39 57 
29 52 38 26 38 29 55 44 70 21 24 
16 60 14 64 46 49 55 40 58 29 26 
19 59 29 44 22 103 33 60 83 42 42 
30 80 24 86 15 63 8 30 99 72 25 
42 24 34 38 53 53 43 39 57 16 44 
61 68 75 13 41 11 4 19 33 4 10 
47 45 39 30 32 8 15 45 39 48 49 
26 18 51 12 12 9 4 57 61 39 45 
21 70 28 59 24 17 13 67 79 21 40 
93 102 56 90 76 46 11 18 36 15 21 
16 51 38 20 21 14 12 54 66 55 56 
27 45 45 22 21 26 9 77 57 43 27 
36 75 45 28 15 2 5 38 41 49 35 
51 72 39 44 39 1 3 45 66 26 50 
58 75 69 31 48 4 60 36 41 76 37 
42 52 41 55 51 40 73 47 62 15 16 
58 60 51 8 27 4 5 36 35 34 13 
75 54 72 77 107 51 111 47 55 50 105 
42 42 51 49 53 39 31 29 17 20 25 
36 109. 41 77 54 99 73 22 54 55 29 
81 102 109 69 76 38 10 24 38 71 101 
56 62 66 
51 89 50 64 35 48 11 45 76 76 29 
18 38 41 39 19 11 7 44 64 40 26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
78 65 72 79 
88 86 73 69 
15 34 30 44 
28 55 46 54 
79 36 108 64 
36 19 42 36 
58 11 47 24 
75 54 53 58 
34 53 39 49 
50 45 34 30 
14 8 27 40 
40 100 50 60 
36 40 32 30 
51 56 35 42 
22 12 28 23 
102 33 102 51 
38 48 36 49 
39 55 25 39 
64 21 80 41 
58 47 67 31 
71 45 61 35 
53 25 60 33 
115 39 76 21 
29 72 54 72 
15 32 29 34 
7 18 32 41 
82 24 75 51 
80 57 
43 73 
21 51 
38 64 
108 56 
36 15 
58 12 
28 52 
15 76 
6 3 
31 22 
58 72 
33 35 
77 44 
18 21 
73 43 
51 52 
8 30 
49 38 
27 45 
95 72 
43 26 
56 20 
25 30 
28 12 
10 9 
71 45 
15 
22 
6 
29 
96 
18 
59 
5 
5 
5 
6 
67 
43 
32 
5 
23 
11 
5 
16 
30 
70 
31 
29 
10 
19 
19 
30 
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8 25 27 80 64 
28 29 30 15 14 
47 56 57 47 82 
60 39 41 13 31 
52 8 44 71 36 
10 32 56 39 46 
12 50 75 32 37 
4 32 39 32 46 
49 46 21 17 21 
5 42 64 37 6 
10 31 48 29 28 
50 50 44 6 5 
33 53 43 40 32 
5 48 48 78 63 
13 43 57 19 53 
22 44 42 64 30 
10 46 37 40 5 
45 33 46 28 25 
26 11 59 67 65 
22 44 32 28 17 
63 30 39 70 41 
27 25 45 17 83 
32 47 67 10 18 
1 29 20 19 11 
5 42 32 29 22 
18 40 46 24 38 
12 27 53 56 46 
54 94 50 
55 34 42 
56 70 43 
57 .53 44 
58 15 61 
59 32 33 
60 34 67 
61 36 80 
62 79 27 
63 91 90 
64 26 27 
65 57 29 
66 31 24 
67 75 47 
68 77 73 
69 26 23 
70 21 43 
71 65 74 
72 21 7 
73 64 61 
74 80 59 
75 40 38 
76 85 24 
77 83 85 
78 51 32 
79 83 36 
80 34 20 
72 
26 
85 
80 
18 
28 
50 
35 
76 
72 
34 
74 
45 
60 
62 
21 
25 
60 
45 
68 
57 
53 
72 
64 
26 
75 
26 
31 52 
56 25 
42 71 
58 79 
45 25 
28 33 
68 48 
106 29 
18 78 
56 54 
33 13 
53 74 
35 26 
48 69 
64 71 
23 13 
60 7 
67 47 
27 19 
64 81 
63 83 
42 55 
15 65 
58 61 
33 34 
51 87 
29 20 
32 
38 
30 
53 
43 
22 
61 
71 
10 
72 
14 
24 
15 
56 
53 
21 
43 
70 
37 
87 
78 
35 
15 
71 
38 
54 
12 
17 31 
43 60 
44 15 
34 35 
34 24 
16 8 
1 22 
6 2 
36 8 
13 32 
7 7 
66 24 
2 2 
69 65 
32 21 
7 6 
6 2 
2 23 
13 22 
61 71 
81 78 
17 17 
33 14 
50 65 
17 12 
73 24 
8 9 
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30 48 
49 36 
37 47 
50 34 
56 70 
54 45 
33 57 
39 18 
37 54 
28 25 
47 53 
67 43 
38 42 
43 60 
22 21 
55 50 
52 20 
20 34 
44 40 
31 37 
47 59 
40 52 
25 55 
23 14 
51 63 
38 71 
47 52 
54 73 
39 64 
63 34 
102 70 
38 21 
25 30 
64 67 
33 70 
11 25 
21 20 
26 34 
81 55 
32 43 
23 14 
7 11 
37 36 
17 13 
49 65 
60 56 
77 77 
76 102 
16 14 
28 26 
8 27 
6 26 
34 53 
22 28 
81 32 
82 70 
83 51 
84 65 
85 46 
86 42 
87 66 
88 58 
89 55 
90 82 
91 58 
92 17 
93 47 
94 55 
95 50 
96 54 
97 68 
98 76 
99 25 
100 36 
101 52 
102 55 
103 58 
104 38 
105 84 
106 56 
107 63 
54 
33 
24 
64 
82 
57 
47 
47 
41 
95 
54 
30 
61 
41 
61 
68 
61 
79 
25 
58 
51 
43 
29 
47 
17 
57 
53 
42 
48 
45 
54 
56 
72 
68 
56 
48 
50 
36 
33 
28 
68 
61 
54 
64 
69 
45 
38 
69 
66 
56 
22 
77 
83 
74 
45 22 
46 25 
41 31 
44 60 
48 56 
58 67 
111 81 
33 20 
39 57 
47 69 
68 54 
43 9 
53 60 
56 21 
51 28 
57 42 
65 56 
48 96 
38 30 
50 20 
64 77 
65 30 
49 44 
38 33 
30 84 
49 73 
27 41 
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33 3 15 36 
16 11 20 46 
22 5 7 29 
63 59 36 27 
68 33 71 36 
74 65 53 34 
79 49 45 43 
27 20 28 43 
39 21 6 35 
53 81 83 61 
84 25 65 60 
9 6 6 40 
71 39 10 45 
27 6 6 26 
28 11 3 27 
44 10 5 41 
61 24 40 23 
100 109 105 22 
24 36 11 44 
45 6 4 26 
91 66 68 38 
49 6 5 38 
33 21 33 25 
45 22 4 59 
48 71 29 72 
70 69 70 20 
41 34 18 33 
54 
50 
35 
27 
48 
56 
47 
45 
44 
59 
63 
50 
48 
28 
36 
31 
44 
26 
47 
16 
34 
21 
15 
48 
59 
42 
43 
25 61 
29 64 
19 32 
14 14 
54 71 
90 72 
54 79 
25 9 
22 14 
68 73 
61 74 
25 31 
71 83 
9 9 
4 4 
28 22 
67 43 
76 42 
37 30 
13 16 
92 86 
14 13 
2 23 
34 32 
58 18 
28 29 
30 35 
108 41 
109 42 
14 78 
31 64 
35 19 24 
65 73 78 
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3 2 47 2 29 49 
51 55 55 61 73 80 
1 16 
2 56 
3 76 
4 60 
5 45 
6 55 
7 73 
8 99 
9 72 
10 71 
11 56 
12 52 
13 80 
14 49 
15 48 
16 47 
17 87 
18 82 
19 86 
20 24 
21 96 
22 55 
23 91 
24 57 
25 54 
26 42 
27 60 
17 
51 
68 
61 
60 
51 
68 
75 
45 
61 
57 
51 
84 
73 
58 
56 
56 
57 
77 
15 
78 
56 
62 
37 
52 
58 
49 
88 75 
89 68 
54 66 
95 72 
79 45 
102 67 
89 77 
86 86 
72 88 
40 37 
59 53 
96 79 
66 78 
29 82 
57 81 
89 96 
82 82 
101 94 
79 77 
74 60 
76 76 
100 50 
66 66 
68 64 
74 69 
80 67 
88 85 
104 85 
63 95 
18 14 
70 55 
65 44 
88 44 
26 32 
11 24 
24 84 
20 20 
71 65 
66 39 
22 37 
6 17 
9 16 
74 91 
59 74 
43 44 
20 12 
27 83 
19 31 
49 15 
46 81 
20 34 
75 83 
11 9 
74 56 
73 60 
42 28 
30 33 
48 51 
113 43 
34 . 7 
54 63 
4 3 
14 24 
8 3 
16 11 
27 5 
20 12 
10 8 
4 4 
3 2 
9 53 
35 59 
3 4 
45 91 
25 27 
74 50 
7 1 
3 5 
40 13 
11 6 
10 3 
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34 25 32 29 
83 51 93 55 
61 47 70 65 
76 63 85 72 
98 46 49 56 
103 32 85 68 
68 32 91 67 
107 75 112 94 
57 47 48 46 
33 37 60 68 
79 46 53 53 
107 72 72 72 
77 80 88 91 
40 53 63 72 
70 65 64 82 
75 106 68 75 
102 50 66 64 
115 95 95 65 
50 78. 78 68 
23 23 29 16 
115 115 107 104 
115 81 78 67 
72 57 109 85 
33 28 57 42 
65 85 72 85 
61 28 57 57 
98 112 82 91 
28 73 86 
29 57 48 
30 75 67 
31 65 67 
32 52 75 
33 68 85 
34 80 56 
35 62 30 
36 78 71 
37 73 84 
38 80 46 
39 48 54 
40 57 63 
41 72 59 
42 62 74 
43 59 60 
44 85 59 
45 95 44 
46 78 66 
47 41 38 
48 18 92 
49 72 79 
50 86 89 
51 63 96 
52 94 93 
53 37 53 
79 87 
85 36 
104 92 
91 67 
104 45 
92 69 
88 .64 
60 54 
84 76 
88 86 
107 83 
97 83 
88 78 
70 52 
96 88 
88 63 
107 88 
89 36 
89 94 
82 87 
101 92 
97 75 
77 71 
71 80 
75 74 
76 74 
73 
32 
35 
68 
27 
76 
32 
6 
5 
21 
26 
63 
36 
12 
73 
25 
70 
43 
34 
40 
38 
68 
18 
15 
27 
34 
85 15 
23 10 
32 33 
18 85 
10 11 
42 50 
37 11 
7 4 
41 4 
32 5 
35 50 
37 22 
26 23 
27 4 
57 23 
24 8 
46 4 
13 1 
18 43 
21 50 
29 41 
35 37 
20 1 
17 21 
30 16 
12 12 
12 
49 
60 
33 
9 
13 
13 
58 
4 
9 
46 
22 
6 
8 
15 
10 
48 
9 
17 
37 
48 
36 
6 
4 
15 
14 
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115 115 94 87 
59 50 66 40 
61 53 67 60 
107 44 75 65 
53 36 67 60 
100 55 75 78 
68 49 94 59 
23 28 58 54 
59 51 104 101 
55 68 72 87 
92 83 97 72 
57 59 75 65 
33 33 44 56 
48 31 87 64 
115 89 72 99 
52 78 68 87 
112 70 97 67 
89 57 96 55 
79 81 91 98 
94 80 58 56 
107 83 99 93 
40 34 60 81 
80 107 96 96 
79 115 75 115 
91 107 101 101 
57 50 56 51 
54 72 72 
55 40 32 
56 81 88 
57 77 63 
58 55 45 
59 55 62 
60 56 53 
61 72 60 
62 35 55 
63 59 58 
64 62 52 
65 59 58 
66 52 53 
67 46 45 
68 57 75 
69 55 50 
70 78 74 
71 71 61 
72 67 61 
73 35 21 
74 45 37 
75 65 88 
76 65 58 
77 77 61 
78 87 51 
79 80 68 
80 55 84 
99 89 
48 90 
87 86 
77 85 
85 87 
85 80 
73 78 
74 85 
88 53 
82 84 
67 48 
86 63 
87 90 
84 84 
96 90 
44 52 
96 93 
89 80 
84 42 
80 70 
79 69 
82 78 
91 58 
107 101 
94 90 
101 64 
73 74 
44 
35 
81 
62 
42 
16 
32 
46 
40 
61 
18 
77 
23 
29 
41 
9 
14 
47 
23 
44 
48 
17 
25 
63 
38 
79 
12 
24 20 
33 42 
27 42 
45 37 
68 15 
12 9 
80 3 
70 5 
16 14 
70 6 
7 6 
19 86 
28 
21 55 
34 19 
17 6 
18 5 
47 4 
11 16 
30 38 
50 47 
13 9 
14 15 
74 42 
24 15 
61 58 
13 7 
39 
55 
8 
40 
5 
7 
30 
6 
7 
18 
6 
20 
1 
48 
19 
5 
3 
9 
11 
53 
57 
8 
9 
66 
8 
11 
8 
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92 72 89 81 
28 25 48 48 
72 47 72 101 
79 72 63 65 
28 34 70 70 
15 19 52 61 
81 72 64 42 
72 75 101 82 
80 32 72 68 
84 115 51 70 
48 25 72 56 
89 52 51 64 
50 44 66 
68 68 67 
103 103 83 
35 63 55 
59 68 78 
83 102 75 
72 48 68 
83 75 55 
25 34 29 
79 85 91 
70 28 72 
75 107 78 
61 53 75 
100 65 91 
60 67 70 
70 
70 
93 
57 
94 
66 
59 
44 
41 
96 
66 
75 
56 
67 
85 
81 63 67 82 58 39 
82 65 57 83 57 25 
83 66 70 115 110 36 
84 50 55 105 93 46 
85 50 75 74 81 69 
86 57 38 87 76 45 
87 32 54 91 74 69 
88 81 68 92 76 28 
89 64 73 71 81 43 
90 20 35 26 43 30 
91 59 35 90 81 79 
92 65 65 70 75 8 
94 115 104 84 85 22 
95 75 61 74 82 11 
96 58 69 73 88 18 
97 75 53 76 61 24 
98 52 52 89 97 72 
99 54 55 77 78 32 
100 87 80 96 89 21 
101 64 55 79 66 50 
102 75 100 85 97 32 
103 79 79 100 95 37 
104 58 61 91 90 18 
105 45 52 85 70 36 
106 57 37 100 83 77 
74 
27 
28 
42 
64 
75 
77 
8 
22 
25 
78 
22 
18 
17 
39 
37 
33 
74 
27 
26 
37 
60 
33 
33 
7 
82 
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9 14 97 83 96 96 
18 10 68 55 70 61 
4 6 72 57 75 70 
43 38 49 47 53 72 
51 55 84 84 61 65 
43 48 75 61 85 47 
48 56 28 40 22 36 
22 40. 44 34 87 61 
20 5 65 78 68 91 
49 62 58 70 30 49 
41 47 100 85 72 48 
10 5 52 46 94 78 
22 6 38 44 59 70 
5 5 115 115 109 100 
7 2 91 97 94 87 
7 4 53 64 65 78 
14 20 72 66 65 62 
61 55 115 115 85 70 
14 4 36 51 72 82 
5 3 57 61 105 91 
20 24 68 57 85 59 
18 4 98 115 87 96 
10 12 84 57 85 94 
18 10 51 89 53 62 
76 19 72 6 70 55 
64 65 110 64 78 48 
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Sub C48 C49 cso CSI C52 C53 C54 C55 C56 C57 C58 C59 
ID# 
Ml/F M2/F Ml/G M2/G Ml/H M2/H Ml/AA M2/AA Ml/BB M2/BB Ml/CC M2/CC 
107 78 80 97 95 77 40 22 18 107 68 89 95 
108 81 74 86 86 44 28 6 9 46 65 66 68 
109 26 13 77 86 36 87 26 30 30 36 48 48 
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ID# M1/DD M2/DD M1/EE M2/EE M1/FF M2/FF M1/GG M2/GG 
1 79 55 88 73 108 86 108 40 
2 59 47 39 58 59 71 77 68 
3 41 31 43 48 47 46 17 13 
4 54 39 57 68 85 49 42 25 
5 48 33 66 75 82 39 37 13 
6 93 34 14 69 87 22 76 11 
7 47 63 38 74 51 60 28 33 
8 106 77 12 49 22 27 15 9 
9 78 75 47 59 49 57 33 61 
10 62 33 62 61 24 31 13 15 
11 54 24 76 71 86 47 55 31 
12 100 97 32 55 94 76 71 44 
13 51 42 49 42 18 19 23 24 
14 24 50 59 55 20 28 5 13 
15 33 45 62 51 34 21 6 91 
16 54 48 55 43 80 71 63 55 
17 54 51 42 62 81 70 30 27 
18 93 34 27 52 82 76 82 66 
19 51 77 39 54 22 59 14 15 
20 51 55 74 107 82 107 36 73 
21 77 83 14 33 35 62 21 30 
22 85 30 22 47 107 69 94 26 
23 89 91 22 55 66 82 32 60 
24 51 45 90 68 56 75 21 16 
25 54 63 50 64 75 32 58 30 
26 30 27 61 73 56 39 12 11 
27 75 54 46 50 77 65 30 37 
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Sub C60 C61 C62 C63 C64 C65 C66 C67 
ID# M1/DD M2/DD M1/EE M2/EE M1/FF M2/FF M1/GG M2/GG 
28 102 93 16 20 70 81 57 75 
29 39 42 52 65 33 74 10 41 
30 63 47 52 60 39 80 20 30 
31 97 28 32 64 101 62 96 35 
32 39 24 40 63 54 25 26 14 
33 69 34 38 53 69 14 56 24 
34 72 55 26 60 19 46 17 9 
35 31 47 75 24 24 82 9 21 
36 103 85 37 39 6 10 4 7 
37 31 38 65 62 50 25 17 14 
38 104 63 30 76 62 76 32 56 
39 65 58 46 39 67 47 33 22 
40 39 51 89 72 90 60 39 35 
41 39 36 47 68 23 43 5 10 
42 85 4 28 26 77 49 88 33 
43 63 57 47 52 54 67 23 20 
44 80 72 37 52 16 42 47 33 
45 83 21 15 60 74 36 44 5 
46 100 109 23 25 20 43 5 24 
47 72 57 57 37 105 82 53 25 
48 93 75 39 39 60 36 12 14 
49 85 78 74 58 84 29 84 52 
50 51 77 21 15 21 23 17 21 
51 41 97 56 9 30 6 6 4 
52 45 55 38 30 8 11 12 5 
53 48 24 51 56 83 59 37 15 
54 80 69 34 49 75 38 66 33 
Wilderness Therapy 116 
Sub C60 C61 C62 C63 C64 C65 C66 . C67 
ID# M1/DD M2/DD M1/EE M2/EE M1/FF M2/FF M1/GG M2/GG 
55 13 25 69 67 46 66 30 52 
56 62 91 53 35 97 17 77 12 
57 62 44 55 70 90 81 61 49 
58 34 72 53 43 43 50 43 55 
59 69 77 78 52 67 40 14 14 
60 48 48 30 71 73 76 21 47 
61 65 55 40 28 29 86 30 75 
62 55 38 55 61 92 26 78 27 
63 51 70 49 44 71 78 64 56 
64 42 27 53 56 29 25 28 10 
65 75 30 51 63 81 79 43 33 
66 42 48 40 46 35 40 32 22 
67 72 59 53 42 79 53 44 23 
68 9 109 46 38 89 75 39 37 
69 21 27 71 57 23 33 11 17 
70 69 83 36 40 11 48 5 17 
71 79 83 60 58 72 71 31 21 
72 60 33 40 57 50 77 50 14 
73 48 36 64 77 87 80 28 1 
74 75 58 67 89 85 79 20 32 
75 83 93 37 32 51 24 42 32 
76 79 30 37 60 56 39 31 11 
77 72 93 35 25 78 83 86 86 
78 85 65 43 70 41 72 23 29 
79 97 39 33 73 98 61 57 27 
80 42 51 49 44 49 24 15 13 
81 . 79 77 33 52 35 58 30 24 
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Sub C60 C61 C62 C63 C64 C65 C66 C67 
ID# M1/DD M2/DD M1/EE M2/EE M1/FF M2/FF M1/GG M2/GG 
82 75 45 41 66 36 33 57 36 
83 75 51 47 51 68 44 26 15 
84 75 75 71 57 84 82 54 50 
85 72 94 41 51 86 73 53 59 
86 81 65 37 70 73 88 56 65 
87 66 50 69 71 10"7 99 102 75 
88 94 83 38 51 13 40 13 10 
89 51 75 39 44 53 24 12 16 
90 36 51 60 42 93 74 58 66 
91 63 75 52 58 76 102 82 65 
92 42 39 48 50 12 12 10 10 
93 77 83 44 43 67 76 17 35 
94 85 83 14 30 13 28 6 17 
95 79 85 31 27 22 17 15 8 
96 62 85 51 45 61 51 14 14 
97 69 59 48 55 60 58 71 44 
98 89 89 28 34 95 91 94 77 
99 41 41 5 50 37 22 15 8 
100 100 97 30 44 7 59 17 28 
101 55 38 28 33 90 90 76 70 
102 77 97 52 33 43 27 17 26 
103 75 58 25 29 42 56 13 16 
104 39 63 80 69 55 66 14 18 
105 78 13 52 89 98 65 81 31 
106 84 72 40 56 93 79 76 63 
107 69 97 28 41 n 44 87 49 
108 51 57 46 60 1"1 20 12 2 
Sub C60 C61 C62 C63 C64 C65 C66 C67 
ID# M1/DD M2/DD M1/EE M2/EE M1/FF M2/FF M1/GG M2/GG 
109 28 34 69 73 76 108 50 96 
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Appendix D 
Curriculum Vita 
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9/97 to present 
5199 
11196 
5/88 
8/02 to 
8/03 
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CURRICULUM VITA 
Jeffrey P. Clark 
977 Allendale Dr., Apt. D 
Charlottesville, VA 22901 
434-293-8693 (home), 434-243-5150 (work) 
EDUCATION 
Psychology Intern, George Fox University, Graduate School of 
Clinical Psychology, Newberg, Oregon, APA Accredited, (149 credits, 
3.97 GPA). Psy. D. expected in May of 2003. 
M.A. Clinical Psychology, George Fox University, Newberg, Oregon. 
M.A. Modem Literature, University of Kent, Canterbury, UK. 
B.A. Economics, Willamette University, Salem, Oregon 
CLINICAL EXPERIENCE 
Psychology Intern, University of Virginia, Department of Student Health, 
Center for Counseling and Psychological Services, Charlottesville, VA. 
One-year, full-time, APA-accredited Pre-Doctoral Psychology Internship. 
Training focuses on the application of psychodynamic ego psychology and object 
relations theories, attachment theory, and cognitive theories to the understanding 
of psychological development, and to the provision of clinical and consultative 
services within a university environment. Noted strengths of the University of 
Virginia internship training program include supervision in diagnostic evaluation, 
psychodynamic psychotherapy, group therapy, emergency assessment and crisis 
intervention, and neuropsychological assessment. Interns have the opportunity to 
conduct both brief and longer-term psychotherapy with undergraduate and 
graduate students, and at least 4 hours per week are spent doing cognitive­
intellectual, neuropsychological, and personality assessment. Interns complete at 
least 2 full neuropsychological batteries and 2 elaborated intake evaluations that 
include a cultural formulation which seeks to shed light on the client's presenting 
problem by taking cultural, family, developmental, and psychodynamic factors 
into account. 
8/01 to 
5102 
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I currently co-lead the Eating Disorders process group with Emily Lape, LCSW. 
This is a 9-month group that provides support and exploration for bulimic and 
anorexic women hoping to gain mastery over their binging, purging, compulsive 
exercise, and restrictive eating patterns. We explore the feelings, life experiences 
and cultural pressures that underlie preoccupations with food, appearance, 
perfectionism, control, and the driven pursuit of thinness. Therapeutic themes 
explored in group include identity and self-worth, body image, feelings of anxiety 
and depression, desires for autonomy/connectedness/achievement, family of 
origin issues, relationship patterns, and sexual concerns. 
futerns receive 5-6 hours of individual supervision per week, and attend the 
following 1-hour seminars weekly: an intern seminar focusing on a variety of 
clinical and professional topics; a group psychotherapy seminar; a psychoanalytic 
seminar on theory and technique; a peer supervision seminar focused on 
case presentation, psychodynamic case formulation, and intervention technique; 
and an assessment seminar focusing on the administration and interpretation of 
cognitive-intellectual, neuropsychological, and personality tests. Interns are 
are required to do a cultural project and 50 hours of outreach, have day-call 4-
hours per week and night-call 6-weeks during the year, and complete a 12-week 
summer rotation. Rotations offered include: providing forensic assessments at the 
University of Virginia Institute of Law and Psychiatry; providing child 
assessments at the University of Virginia Klugy Children's Rehabilitation Center; 
working at a Women's Correctional Institution; doing an inpatient rotation at the 
University's Medical Center. Individual Supervision with Russ Federman, Ph.D., 
ABPP; Bill Anderson, Ph.D.; Julia Routbort, Ph.D.; Richard West, LCSW and 
certified psychoanalyst; Jennifer Maedgen, Ph.D., and Emily Lape, LCSW. 
Director of Training: Ginger Wright, Ph.D. 
Management Pre-intern, George Fox University Health and Counseling Center, 
Newberg, OR. Practicum experience providing outpatient mental health services 
to graduate and undergraduate students. As the assistant clinical director my 
duties included: conducting screening interviews with clients, making the initial 
therapist assignment and scheduling sessions; supervising and providing support 
for three graduate practicum students; helping the clinical director with, and 
occasionally leading weekly training sessions; chart review; making differential 
diagnoses; treatment planning; individual and couples psychotherapy; career 
counseling; personality, cognitive-intellectual (primarily targeting learning 
disabilities) and alcohol and drug assessment; and working closely with the 
Clinical and Medical Directors. During the fall semester I was also the primary 
supervisor for a graduate student who required remedial training in providing 
clinical services. This assignment involved developing and implementing a 
training plan; weekly individual supervision that entailed reviewing the student's 
charts and video-taped psychotherapy sessions; regularly briefing the Director of 
Clinical Training on the student's progress; and overseeing the student's ongoing 
work with clients. 
9/01 to 
6102 
5/01 to 
9100 to 
6/01 
9100 to 
5/01 
9199 to 
6100 
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My major managerial project was to review all the Health and Counseling 
Center's policies/regulations and make sure they_ were in accordance 
with the Health Insurance Portability and Accountability Act of 1996 (HIPPA). 
Weekly individual supervision with William Buhrow, Psy.D. 
Volunteer Therapist for the Oregon Psychoanalytic Society and Institute� 
Foundation Clinic. fuvolved doing twice weekly psychoanalytic 
psychotherapy with a low income client for the 2001-2002 academic year. 
Received one hour of individual supervision from Peter Armstrong, Ph.D, 
a licensed psychologist and certified psychoanalyst every other week, and 
2 hours of group supervision led by Harold Boverman, M.D., a 
licensed psychiatrist and certified psychoanalyst, on alternate weeks. 
Clinical Coordinator, Catherine Freer Wilderness Therapy Expeditions, Albany, 
5102 Oregon. Paid practicum experience providing mental health services to 
adolescents with emotional, behavioral, and substance abuse problems in a 21-
day wilderness residential treatment program. Duties included: intake 
assessments (in accordance with American Society for Addiction Medicine 
criteria); writing treatment plans and discharge summaries; individual, group, and 
family psychotherapy; supervising Certified Alcohol and Drug Counselors and 
Master's level therapists; psychoeducation with parents; working with parents to 
facilitate family systems changes in order to maximize therapeutic gains; making 
after-care recommendations including out-of-home placements; and leading 4-6 
hour pre- and post-trek family meetings. fudividual supervision with Robert 
Cooley, Ph.D. 
Clinical Psychology Pre-intern Student, Oregon State Hospital, Portland, 
Oregon. Practicum experience providing mental health services to an ethnically 
diverse population of chronically mentally ill adults in a psychiatric inpatient 
setting. Responsibilities included: intake evaluations that required making 
complex differential diagnoses; individual psychotherapy; co-leading a mood 
management group; cognitive-intellectual, personality, projective, and 
neuropsychological assessment; report writing; case presentation; consultation; 
taking patients on outings; treatment and discharge planning; and being a 
member of an interdisciplinary treatment team composed of a psychiatrist, 
psychologist, social worker, occupational and rehabilitation therapists, and 
nursing staff. Weekly individual supervision with Jack Turteltaub, Ph.D. 
Pre-intern Overseer, George Fox University. Provided clinical supervision to 
two Practicum I graduate students from 9100 to 5101, and to two Pre-practicum 
graduate students from 1101 to 5/01. Weekly group supervision with occasional 
individual consultation. 
Clinical Psychology Practicum II Student, Multnomah County Corrections 
Health, Portland, Oregon. Practicum experience providing mental health 
services to an ethnically diverse population of adolescent and adult inmates. I 
5199 to 
8/99 
9/98 to 
5199 
3100 to 
11102 
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spent most of the year at Interchange, a 6-month dual-diagnosis treatment _program 
for adult parole violators with substance abuse problems. Responsibilities 
included intake evaluations; making differential diagnosis; personality, projective, 
cognitive-intellectual, and neuropsychological assessment; report writing; case 
presentations; and consultation with psychologists, social workers, psychiatrists, 
and nursing staff. My first rotation was at the Juvenile Detention Home. 
Responsibilities there included intake assessments; diagnosis; crisis intervention; 
brief treatment planning; individual psychotherapy; personality and cognitive­
intellectual assessment; report writing, case presentation, and consultation. 
Weekly group supervision with Stephen Huggins, Psy.D. 
Wilderness Therapist, Catherine Freer Wilderness Therapy Expeditions, Albany, 
OR. Co-lead 21-day wilderness therapy expeditions with troubled adolescents. 
Responsibilities included: teaching basic wilderness and survival skills, leading 
psychoeducational groups, individual and group therapy, drug and alcohol 
assessments, diagnosis, treatment planning, writing discharge summaries and 
making after-care recommendations. Supervisor: Cliff Johannsen, Ph.D. 
Clinical Psychology Practicum I Student, William Temple House, Portland, 
Oregon. Practicum experience providing mental health services to an ethnically 
diverse population in an community mental health setting. Responsibilities 
included: intake assessments; individual therapy for adults; group therapy for 
adolescents (co-led a process group); and personality and cognitive-intellectual 
assessments. Weekly individual and group supervision with Susan Bettis, Ph.D. 
Teaching and Research Experience 
Dissertation: The effects of wilderness therapy on the perceived psychosocial 
stressors, defense styles, dysfunctional personality patterns, clinical syndromes, 
and maladaptive behaviors of troubled adolescents. No study to date has looked 
at the effects of wilderness therapy from such a holistic perspective, and few 
outcome studies have looked at the complex relationship between environmental 
stressors, intrapsychic regulatory mechanisms, personality patterns, biophysical 
symptoms, and behavior. The goals of this study are: 1) to examine the 
correlation between immature defense styles, dysfunctional personality patterns, 
maladaptive behaviors, and clinical syndromes, 2) to determine whether 
wilderness therapy is effective in promoting more mature defense styles and 
treating the clinical concerns of troubled adolescents, and 3) to begin to 
empirically identify the types of Axes I and II disorders for which wilderness 
therapy is most effective. Dissertation Chair: Leo, Marmol, Ph.D, ABPP. Final 
oral defense successfully completed on November 18, 2002. 
1/02 to 
5/02 
8/01 to 
12/01 
1101 to 
5/01 
9100 to 
12/00 
5100 to 
9/00 
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Teaching Assistant, Personality Assessment, George Fox University, Newberg, 
Oregon. Graded quizzes, exams, interpretive reports, and psychological 
evaluations, and was in charge of lab in which students learned to administer, 
score, and interpret the MMPI-2, the MCMI-ill, the 16-PF, and the PAI. Guest 
lectured on the Millon Clinical Inventories. Professor: Nancy Thurston, Psy.D. 
Adjunct Faculty, George Fox University, Newberg, Oregon. Taught 
Personality Theories, an upper division undergraduate course that surveys the 
major personality theories and the systems of psychotherapy that arose from 
them. Important concepts such as personality development, personality 
structure, and personality dynamics were explored, as were relevant topics such 
as personality assessment, psychopathology, and therapeutic change processes. 
The major theories and systems of psychotherapy were also critically evaluated 
based on current views and research findings. Duties included preparing the 
class syllabus; preparing lectures; lecturing; grading quizzes, tests, and papers; 
leading group discussions and experiential exercises; and mentoring students. 
Teaching Assistant, Personality Assessment, George Fox University, Newberg, 
Oregon. Graded quizzes, exams, interpretive reports, and psychological 
evaluations, and was in charge of lab in which students learned to administer, 
score, and interpret the MMPI-2, the MCMI-ill, the 16-PF, and the PAI. Guest 
lectured on the Millon Clinical Inventories. Professor: Nancy Thurston, Psy.D. 
Teaching Assistant, Projective Assessment, George Fox University, Newberg, 
Oregon. Graded quizzes and reports, and was in charge of lab in which 
2nd year graduate students learned to administer and score the Rorschach, 
complete a structural summary, and write interpretive reports. Also covered the 
TAT, the House-Tree-Person Test, and I guest lectured on administering, 
scoring, and interpreting the Rotter Incomplete Sentences Blank. Professor: 
Nancy Thurston, Psy.D .. 
Research Assistant, Portland Veteran� Administration Hospital, Portland, 
Oregon. Participated in a study looking at the comorbidity rates of Attention 
Deficit Hyperactivity Disorder (ADHD) and Posttraumatic Stress Disorder 
(PTSD) in adults. Recent studies in children have found rates of ADHD among 
children who have been traumatized children to be up to 7 times higher than rates 
of ADHD in control samples. This will be the first study of this type done with 
adults. The purpose of this particular study was to: 1) determine comorbidity 
rates, 2) determine the optimal cutoff score on a widely used Adult ADHD 
measure for differentiating patients with ADHD from patients with PTSD, 3) 
examine whether ADHD status either mediates treatment response or 
differentiates completers from non-completers of PTSD symptom management 
skills groups, and 4) explore the theoretical implications of these findings as they 
pertain to the possible etiological role of trauma in the development of ADHD. 
My primary responsibilities included: conducting semi-structured clinical 
9199 to 
7/00 
11101 
11/00 
9196 
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interviews which incorporated the Wender Utah criteria for diagnosing ADHD in 
adults, scoring the interviews, and determining inter-rater reliability. 
Graduate Assistant, Department of Clinical Training, George Fox University, 
Newberg, Oregon. Helped Director of Clinical Training correspond with 
the clinical directors of various training sites, organized the practicum and 
intern libraries, helped coordinate placement meetings, tracked clinical 
training forms and competencies, kept practicum students informed about 
requirements and training opportunities, and assisted in research related to 
internship placement. Supervisor: Carol Dell'Oliver, Ph.D. 
Presentations and Publications 
Presented a 2-hour seminar on A Psychodynamic Approach to Understanding 
and Treating Eating Disorders for staff at the George Fox University Health 
and Counseling Center. 
Conducted formal presentation to the faculty and students of the George Fox 
University Graduate School of Clinical Psychology from a psychodynamic 
theoretical orientation for Grand Rounds. 
Completed master's thesis in modern literature: Dostoevsky and Religion: A 
Jungian Approach. Used the insights of depth psychology to make sense 
of Dostoevsky's seemingly contradictory religious philosophy Supervisor: Keith 
Carabine, Ph.D . 
• 
Additional Clinical Training 
9/02 Attended conference at Martha Jefferson Hospital on Understanding and Treating 
Eating Disorders. Co-panelists: Kristin Clontz Bell, M.D., Susan Kaufmann, 
Ph.D., and Emily Lape, LCSW. 
9/02 Completed 4-hour Crisis Intervention Stress Management workshop presented 
by Counseling and Psychological Services at the University of Virginia. 
4/01 "Listening in psychotherapy: The Mind of the Therapist at Work." Five­
week (10-hour) seminar presented by Ralph Beaumont, M.D. 
4/01 "Rethinking Regression." Presented by Duane Dale, M.D. 
4/01 "Attachment throughout life: Developmental and clinical significance." Presented 
by Gloria Londagin, Ph.D. 
3/01 
3/01 
2101 
12/00 
11100 
10100 
10100 
8/00 to 
11/00 
9100 
5100 
2100 
12/99 
5/98 
4/98 
2/98 
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"Substance Use Disorders: Diagnosis and Treatment and Related Topics." 
Presented by Shane Haydon, Ph.D., Treatment Director, Springbrook Northwest. 
"Why Memory is a Fiction: Neuroscience Studies of Memory and Their 
Implication for Psychotherapy." Presented by Regina Pally, M.D. 
"Hypnosis: Expectancy Effects and the Representational World." Presented 
by Paul Feldman, Ph.D. 
Neuropsychology Case Conference sponsored by Oregon Health Sciences 
University, and moderated by Muriel Lezak, Ph.D. 
"Grounding Integration in Personalist Theology, Philosophy, and Psychology." 
Presented by Hendrika Vande Kemp, Ph.D. 
20-Hour Workshop "An Introduction to Clinical Hypnosis" sponsored 
by the Portland Academy of Hypnosis. 
Annual National Wilderness Therapy Conference sponsored by the Outdoor 
Behavioral Healthcare Research Cooperative. 
Four-week workshop on Clinical Supervision. Presented by the George Fox 
University Graduate School of Clinical Psychology 
"Interpretation and Containment." Presented by Lucy Lafarge, M.D. 
"Success or Failure, the Complexity of Assessment." Presented by Alan 
Skolnikoff, M.D. 
"Personality: Theory, Assessment, and Therapy." Sponsored by the Oregon 
Psychological Association and presented by Theodore Millon, Ph.D. 
"Psychotherapy with African-American Clients." Presented by Kumea 
Shorter-Gooden, PhD. 
"Race and Racism in Psychotherapy." Presented by Alice Chang, PhD, and 
Nelson de Jesus, Ph.D. 
"Explicit, Implicit, and Intentional Clinical Integration." Presented by 
Newton Malony, Ph.D. 
"Multi-generational Family Therapy." Presented by David Freeman, D.SW. 
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Honors 
8/01 Received scholarship from the Willamette Valley Medical Center for outstanding 
graduate students going into a health care profession. 
5/01 Received Special Commendation from the Director of the George Fox University 
Graduate School of Clinical Psychology for "demonstrated excellence in academic, 
clinical, and professional development." 
5/00 Received Special Commendation from the Director of the George Fox University 
Graduate School of Clinical Psychology for "demonstrated excellence in academic, 
clinical, and professional development." 
5199 Received Special Commendation award from the faculty of the George Fox Graduate 
School of Clinical Psychology for "exceptional interpersonal effectiveness, significant 
acaderriic accomplishments, and general suitability for clinical psychology." 
5/88 Member of every academic honor society at Willamette University, including Mortar 
Board, Alpha Lambda Delta, and Phi Eta Sigma. 
Professional Affiliations 
- American Psychological Association, Graduate Student Affiliate 
- Division 12 (Clinical Psychology), Graduate Student Affiliate 
- Division 39 (Division of Psychoanalysis), Graduate Student Affiliate 
- Oregon Psychological Association, Graduate Student Affiliate 
- Oregon Psychoanalytic Society and Institute, Member 
- Portland Academy of Hypnosis, Graduate Student Affiliate 
Relevant Coursework 
Core Psychology Courses(# Credits) 
Theories of Personality and Psychotherapy ( 4) 
Psychopathology ( 4) 
Learning and Cognition (3) 
Social Psychology (2) 
Child Development (2) 
Adult Development (2) 
History and Systems of Psychology (3) 
Psychopharmacology and Psychoneurology (4) 
Statistical Methods (3) 
Psychometrics in Assessment (2) 
Research Design (3) 
Clinical Psychology Courses (#Credits) 
Ethics for Psychologists (3) 
Personality Assessment (3) 
Intellectual and Cognitive Assessment (3) 
Projective Assessment (2) 
Comprehensive Psychological Assessment (2) 
Multicultural Psychotherapy (2) 
Therapy with Men (2) 
Psychodynamic Psychotherapy (2) 
Cognitive-Behavioral Psychotherapy (2) 
Group Psychotherapy (2) 
Child and Adolescent Psychotherapy (2) 
Family and Couples Therapy (2) 
Human Sexuality and Sexual Dysfunction (2) 
Substance Abuse (2) 
Electives (# Credits) 
Advanced Rorschach Assessment (2) 
Neuropsychological Assessment (2) 
Behavioral Medicine (2) 
Introduction to Hypnosis and Hypnotherapy (2) 
Object Relations Theory and Technique (3) 
Forensic Psychology (2) 
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Assessment Instruments Used 
Adult Instruments # Administered and Scored # of Reports Written 
16PF 3 3 
21-ltem Test 1 1 
Aphasia Screening Exam 4 4 
(Reitan-Indiana) 
Beck Depression Inventory 14 6 
Bender Gestalt 3 3 
Boston Naming Test 4 4 
California Verbal Learning Test-II 4 4 
Category Test (Halstead) 6 6 
Controlled Oral Word Assoc. Test 4 4 
Finger Tanning Test 2 2 
Grip Strenlrth Test 1 1 
Halstead-Reitan Neuropsychology 1 I 
Battery (Brief) 
Hooper Visual Organization Test 1 1 
Kaufman Brief Intelligence Test 4 4 
Millon (MCMl-ill) 6 4 
MMPI-2 21 17 
Nelson Denny Reading Test 3 3 
Personality Assessment Inventory 9 9 
Rev Oesterrieth Complex Figure 6 4 
Rorschach (Exner Scoring) 19 7 
Rotter Incomplete Sentences Blank 2 2 
Stroop Color-Word Test 5 4 
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Symbol Digit Modalities Test 4 4 
Thematic Aooerception Test 2 1 
Trail-Making Test 8 7 
WAIS - III 21 19 
W eschsler Memory Scale - III 8 7 
Wide Range Achievement Test 7 5 
Woodcock-Johnson Revised Tests 3 3 
Child & Adolescent Tests # Administered and Scored #of Reports Written 
Defense Style Questionnaire 198 0 
(DSQ-40) 
House-Tree-Person Test 1 I 
Millon Adolescent Clinical Invent. 218 3 
MMPI-A 4 4 
Sentence Completion Test 2 2 
Weschler Individual Achievement 2 0 
Test (WIAT) 
W eschler Intelligence Scale for 5 4 
Children (WISC-III) 
Wide Range Achievement Test I I 
Youth Outcome Questionnaire-2.0 172 0 
Other Professional Experience 
3/91 to9195 All West Communications, Kirkland, Washington. 
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Northwest Regional Operations Manager, April 1993 to September 1995. 
In charge of operations for three branch offices (Kirkland and Olympia, WA, 
and Portland, Oregon). Responsibilities included supervising approximately 50 
employees; in charge of sales, marketing, customer service and technical 
departments; full profit/loss responsibility; in charge of an annual operating budget 
of approximately $2 million. 
District Manager, November 1992 to April 1993. In charge of two branch 
offices (Kirkland and Olympia), approximately 35 employees, and an annual 
operating budget of approximately $1.2 million. Managed sales, customer service, 
and technical operations. 
Branch Manager, Olympia, Washington, March 1991 to April 1992. In charge 
of sales and customer service departments; managed approximately 20 employees, 
and an annual operating budget of $600,000. 
11190 to 3/91 Park City Ski Corporation, Park City, Utah. 
Worked with the racing and promotions departments, and as a ski instructor. 
9/89 to 1 0/90 Financial Analyst, Loan Pricing Corporation, Washington D.C. 
Analyzed bank portfolios and commercial loans, did research at the Securities and 
Exchange Commission, and also worked as a contributor and editor for the 
company's financial publication, Gold Sheets. 
8/88 to 9/89 Paralegal, Rosenman & Colin, Washington, D.C. Conducted research at 
various regulatory agencies (primarily the Federal Communications Commission 
and the Securities and Exchange Commission. Helped to prepare reports, draft 
legal documents, monitor pending litigation, and perform financial analysis. 
